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Pelvic Endometrioses: 


P. BROOKE BLAND, 


PHILADELPHIA, 


HE discovery during recent years 

of highly specialized types of neo- 

plasia of the female organs of re- 
production constitutes one of the most im- 
portant contributions to gynecological 
pathology. It is now definitely recognized 
that a few of these growths are associated 
with profound constitutional phenomena, 
while in others the morbid changes are re- 
stricted to the pelvic organ involved or to 
those in its immediate vicinity. 

In the first group there are found those 
absorbingly interesting neoplasms includ- 
ing, for example, the arrhenoblastoma, the 
tubular adenoma of Pick and the dysger- 
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minoma, characterized by impressive mas- 
culinization, and the granulosa cell follic- 
uloma, characterized by feminization and 
frequently by precocity. 

In the second group the activity of the 
growth is restricted to the pelvic organs 
alone. This neoplasm is now accepted as a 
pathological entity and is generally de- 
scribed under the name of ‘“endometrioma.” 


EARLY HISTORY 


Like all types of neoplasia, endometriosis 
has always existed and long before its for- 
mal introduction into medical literature, 
was described, as shall be mentioned later, 
under a wide variety of terms. In tracing 
the prehistologic history of the condition, 
Jayle refers to Saviard, who in 1696 ob- 
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served a tumor corresponding to an endo- 
metrioma at autopsy of a patient who died 
of hemorrhage after futile attempts of a 
midwife and a surgeon to remove the 
growth, Other early authors who referred 
to the tumor include Francois Mauriceau 
(1703); Thomas of Villers-Cotterot, Bou- 
dou and Andre Levret (1757). 

In the beginning the growths were rec- 
ognized only when projecting into or 
through the vagina and were commonly 
described as “polyps.” In 1833 the term 
“polyp es creux” was proposed by Mme. 
Veuve Boivin and A. Duges. Other con- 
tributors of this period were Robert Lee 
(1835), Oldham (1844) and Huguier 
(1847). 

A further effort toward’ descriptive 
nosology came from Cruveilhier, who bor- 
rowed a term from mineralogy for his sug- 
gestion of “corps fibreux a geodes,” the last 
word having a similar spelling in English 
and being defined as “a nodule of stone 
having a cavity lined with crystals.” 

In the list of other prominent contribu- 
tors of the early period are found the names 
of James Paget (1853); Baker Brown (1854, 
1861, 1866; it was at this time that Brown 
published his observations on fibrocystic 
tumors of the uterus); West (1865); Veit 
(1867); Demarque (1868); Pean and Urdy 
(1873); Marion Sims (1874); Cohnheim 
(1877) and Freund (1878). In 1860 von 
Recklinghausen described the first case of 
endometrioma of the ovary. Still other 
authors who wrote on the subject from 
1880 to 1895 were Diesterweg (1883); 
Schatz (1884); Rieder (1884); Léhlein 
(1889); Edwards (1889); Klein (1890); 
Barban (1891) and Schottlaender (1893). 

After 1880 the study of the neoplasm 
was naturally greatly facilitated by the ad- 
vent of histologic methods. With the in- 
troduction of microscopic study of the tis- 
sue began the numerous suggestions as to 
the etiology of the growth, culminating, as 
will be mentioned later, in the rather con- 
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vincing theories of Cullen and Sampson. 

Many suggestions were formerly ad- 
vanced with respect to the origin of the 
neoplasm. Babes in 1882 was rather con- 
vinced that it had its derivation in the Mil- 
lerian ducts. In 1887 Chiari claimed that he 
could demonstrate an inflammatory origin, 
and Schauta held a similar opinion. As early 
as 1889 von Recklinghausen tried to prove 
the growth was of wolffian derivation, and 
Schroeder in 1892 suggested that the deep- 
er endometrial glands might, in some in- 
stances, assume an independent growth. In 
1898 Iwanoff suggested a metaplastic the- 
ory. Robert Meyer was inclined to support 
the inflammatory origin suggested by 
Chiari, but finally came to agree with Iwan- 
off. Finally in 1922 Sampson, as will be 
pointed out later, introduced his migratory 
theory, which is now generally accepted. 

However, it is generally conceded that 
probably the earliest suggestive contribu- 
tion to the subject was made by Chiari in 
1887. He described special “epaulet-like” 
expansions in the uterine ends of the fal- 
lopian tubes, and to these he applied the 
name “salpingitis isthmica nodosa.” Later 
the expansions were termed “adenomyo- 
mata,” and these as well as all other neo- 
plasms containing tissue of an endometrioid 
character are now designated as “endo- 
metriomata.” 

At this point it might not be amiss to 
enumerate briefly the various names that 
have been suggested from time to time for 
endometriosis, in order that in studying the 
subject one may not be led astray by unfa- 
miliar terms. The names heretofore chiefly 
employed in describing the growth include: 
polyp, * ‘polyp es creux,” Lee’s polyp, fibro- 
cystic tumor, intra-uterine fibroid, adeno- 
myoma, adenomy ositis, adenomyosis, adeno- 
matous peritonitis, adenomatous prolifera- 
tion of the peritoneal serosa, extragenital 
heteroptic proliferation of the uterine mu- 
cosa, endometrioid myoma, adenomyosal- 
pingitis, salpingitis isthmica nodosa, “corps 
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fibreux a geodes,” hysteroadenosis meta- 
statica, endometrioma and, finally, solen- 
oma. 


LATER HISTORY 


Although Schroeder, Heer and Grosskoff 
were, according to Breus, able to collect a 
total of one hundred cases falling in this 
group from the. literature prior to 1884, the 
subject was rather indifferently considered 
until after the publication of the outstand- 
ing work of Friedrich von Recklinghausen 
in 1896. It may be said, however, that only 
during the past decade or two have the 
manifold features of the neoplasm, both 
pathologically and clinically, become almost 
fully understood. 

Probably the only feature that still re- 
mains somewhat controversial is the etiolo- 
gy, but even this, one gathers from the cur- 
rent literature, is fairly satisfactorily deter- 
mined. The various causative theories now 
enumerated, chiefly four or five in num- 
ber—and already briefly mentioned—are 
more or less elaborated in literary discus- 
sions, but in America and, I assume from a 
study of current presentation, pretty much 
throughout the world, the Miillerian origin 
of the growth, as advanced by Cullen and 
Sampson, is quite generally accepted. 

From the investigations of Sampson, ex- 
tending over a period of several years, one 
seems justified in accepting without reser- 
vation that the cytological source of the 
tumor is the endometrium. Forasmuch, 
therefore, as the etiology of the growth is 
based on long, convincing study, and since 
the chief pathological phases of the endo- 
metrioses are well understood, I shall de- 
vote my discussion principally to the vari- 
ous clinical aspects of the problem, based, 
first, on personal experience with the 
growth as encountered in hospital practice 
and, second, on data I have collected from 
the literature. 

But before discussing in an analytical 
way this,.the chief part of my presentation, 
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it might be of interest to recall that in the 
beginning the tumors were in many in- 
stances regarded as cystic uterine myomas. 
Hence, is it not altogether likely that many 
of us have heretofore rather inconsiderate- 
ly or erroneously assigned to that category 
many specimens of actual endometriomas? 


FREQUENCY 
Those of us regularly engaged in gyne- 


cological surgery find almost daily evidence 
of the frequent occurrence—slight or exten- 
sive—of endometriosis. 

Probably heretofore many uterine endo- 
metriomas not systematically examined 
were looked upon and recorded as fibroids. 
A similar misinterpretation has been and 
still is made in many cases of hemorrhagic 
cysts of the ovaries. Formerly, and to some 
extent today, especially by the inexperi- 
enced, small, superficial endometriomas of 
the ovaries, the tubes, peritoneum and other 
structures are wholly or in part not recog- 
nized. 

Sampson, who has contributed so gener- 
ously and revealingly to the subject, claims 
that pathological conditions arising from 
the implantation of “epithelium escaping 
from or through the fallopian tubes into the 
peritoneal cavity probably furnish the most 
frequent lesions found at operation in wom- 
en between the age of thirty and the meno- 
pause.” This author in 170 operations, per- 
formed for pelvic disease in women be- 
tween thirty and fifty years of age, found 
37 instances of endometriosis. In addition 
he also discovered 3 cases in patients under 
thirty and 3 more in patients over fifty, 
making a total of 43, or 25.3 per cent. In 
another series of 296 operative cases he 
found the disease present in 92, or 31.1 per 
cent. 

With regard to the relationship of endo- 
metrioma to uterine myoma, Frankl states 
that the proportion of internal endometri- 
osis is about 1 to 12. Dougal in his study of 
2,358 uterine fibroids found 137 specimens 
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of internal endometrioid growths, or about 
1 to 6. In an analysis of 14,759 cases of 
uterine myomas I found recorded in. the 
literature, there were reported 1,135 endo- 
metriomas, or a percentage of 7.6. 

I have personally collected from the clin- 
ical records of the Jefferson Medical Col- 
lege Hospital and the Lying-In Hospital, 
Philadelphia, a total of 276 cases, including 
those under my direct observation and those 
under the care of my colleagues. This series 
is somewhat small when compared with 
others already recorded, for example, the 
imposing group reported from the Mayo 
Clinic by Mason and Counseller, aggregat- 
ing 884 cases and covering the years from 
1923 up to and including 1937. This, I am 
persuaded, is the largest single series thus 
far published in America. 


AUTHOR’S DATA 


Age.—Like most pelvic neoplasms of a 
benign nature, endometriomas are, as one 
naturally would imagine, found chiefly 
during the child-bearing period. The age of 
the patients in our series is outlined in Table 
1. Here it is observed the youngest patient 
was eighteen and the oldest sixty-nine. The 


TABLE 1.—AGE oF PATIENTS 

















Age No. Per Cent 
SE eat cus state siete give J 1 4 
OE es ee 30 10.9 
> Se ee er eae 109 39.5 
BM rice Gs bShs ace ase ews 110 39.8 
UR Seer eres 22 7.9 
OMIT: 555546 s0bsueees's 4 1.5 
DRG hac ain snes pasanaces 276 100.0 
PAM eos coos wa wiac<siecsae 43.5 years 
Domest Patient... 60... sccccsee 18 years 
ROMAPEL? MIAUIOHE , 5. 36:04 0 04.0:0 0095 69. years 





mean age was 43.5. It will be seen from the 
figures that the great majority of cases oc- 
curred between the ages of thirty and for- 
ty-nine, a total of 219, or 79.3 per cent of 
the 276 included in this report. In the mid- 
decade periods there was very little differ- 





ence, 109 between thirty and thirty-nine 
and 110 between forty and forty-nine. 

Nativity.—In Philadelphia, as in the other 
large cities of America, we have a social 
situation that does not obtain in Europe, 
where the population is homogeneous. In 
the metropolitan areas of the United States 
the melting pot has been active for many 
years and as a result our population is cos- 
mopolitan, heterogeneous. We have, meta- 
phorically, cities within our cities. For ex- 
ample, in New York City there are well- 
defined areas with populations ranging from 
500,000 to more than 2,000,000 nationals. 
In Philadelphia we have a somewhat similar 
situation, although on a smaller scale. There 
are in Philadelphia more than 300,000 peo- 
ple of African descent, and although fibroid 
tumors of the uterus, it has long been 
taught, are especially common in colored 
women, there were in these patients, as 
shown in Table 2, only 33 cases of endo- 
metriosis, or 12 per cent. 


TABLE 2.—RACE OF PATIENTS 














Color No. Per Cent 
LCL apd er ee See 243 88 
CGO ss oso: 5 Se ah oe a een sre oo iz 
BOON Sis chcke cS suw ean sete ee 276 100 





Social Status——With regard to the social 
status of our patients, the case histories dis- 
close that 237 were married and 39 were 
single, as outlined in Table 3. 


TABLE 3.—SocraL STATUS OF PATIENTS 














Social Status No. Per Cent 
Niatated ss tics eekcw beaks cede 237 85.9 
ROUEPAE ion 3) ios bss ows wiguais wa 6 Sas 39 14.1 
MUM ES Os re ea ea Lig hc 276 100.0 





ORGANS INVOLVED 


While it is well known that endometri- 
osis may occasionally arise .in structures 
quite remote from those in the pelvic cavi- 
ty, for example, the extremities, lumbar 
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region, abdominal wall and elsewhere, the 
neoplasm in the vast majority of instances 
has its origin in those structures essentially 
concerned in reproduction and in those cir- 
cumjacent thereto, especially the rectosig- 
moid posteriorly and the bladder anteriorly. 
In pelvic endometriosis multiple lesions are 
the rule. Single or solitary growths are rare. 
In the cases herewith reported the distribu- 
tion of the neoplasm is as outlined in Table 
4. It will be observed that the uterus was 
most frequently involved; second, the ova- 
ries; and, third, the fallopian tubes. In many 
of the patients all the structures designated 
were affected. Restriction of the disease to 
one organ is exceptional. 


TABLE 4.—OrGANS CHIEFLY INVOLVED 











Location No. Per Cent 
ROMER UG Wie si iave cocoa iesareaweeen 172 51.9 
MORE SO VOEY oss sciesie.o sande 49 14.9 
One fallopian tube........... 39 115 
BO BO VAENCS i055 3.c1ss oes be 25 7.6 
Both fallopian tubes......... 16 4.6 
PRRMMSTMATIS. 6 sob: sreo aiela'e e908 6 1.9 
Rectovaginal septum......... 4 1.4 
Single tumor of vaginal wall. 3 3&9 
Double uterus and vagina*... 2 a7, 
Organs less commonly 

MLV VEG ote strealo.s sete eoele's 4.6 

AADUONIINAl SCATS) 666085050 4 


Appendectomy scar (2) 

Cesarean section scar (1) 

Incisional hernia scar (1) 
DINMOIA COMIN. «...04.005.00% 





Parovatial CySts.scss co's 2 
PCE MIOMEUIN < <.5.0 6.054 :4:% ¥:4:015,0:6 a 
OCC CC 1) |e a a de 2 
KGOMOTAIIZED 5 sis:c oso eevee 1 
US TOTMCUS ¢ -0isv0ro.06:0:0..00-0 0 01018 1 
Single tumor of lumbar 
MERION © secavc iscsi sie eae 
BUSTLE Ys. ta coSis oars aie Seelee ee ae 332 100.0 





*Lockyer has reported eight cases, including one of 
his own, of a similar type and refers to Frankl, who 
believed that the condition bore some relationship to 
malformations of the uterus. 

**The patient from whom this tumor was removed 
was a white patient 46 years of age. She was married 
and had had three pregnancies. Two of these went to 
full term and one terminated in a spontaneous mis- 
carriage. She was admitted to the hospital complaining 
of menorrhagia and metrorrhagia. For this syndrome a 
diagnostic curettage was performed. Only hyperplastic 
endometrium was found. R small superficial tumor was 
discovered in the lumbar region. It was excised and 
histologically recognized as a typical endometrioma. 


It has long been recognized that the in- 
trinsic cases of endometriosis, those limited 
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to the uterine body, are infinitely the most 
frequent, as confirmed both in the forego- 
ing table and in all current literature deal- 
ing with the subject. In a large number of 
cases other lesions complicating the disor- 
der are found. These are presented cate- 


gorically in Table 5. 


TABLE 5.—CoMPLICATING PATHOLOGY 








Complication No. Per Cent 





Fibroid tumors of the uterus. 111 54.5 
OvatianGusts:.i.siscoie Meuse 52 25 
Simple ovarian cysts (35) 
Hemorrhagic cysts, includ- 
ing corpus luteum cysts 
(13 


Dermoid cysts of the ovary 


5: 
Granulosa cell tumor (1) 
Chronic: salpingitis..........000. 34 15.3 
Pelvic inflammatory disease... 6 2.8 
SARGIIOMMA YY <5 3 sisie bi ocioleme boi 5 2.4 
Adenocarcinoma of the 
fundus of the uterus (3) 
Adenocarcinoma of the 
ovaries (2) 


MEOEA aga Bawa beh caee nets 208 100.0 








Reference has been made in Table 4 to 
the development of endometrioid tissue in 
various regions of the abdominal wall. The 
rather unusual occurrence of the growth in 
this area has always excited the interest of 
the pathologist and, except for those cases 
of primary endometriosis of the umbilicus, 
the lesion in most instances represents sec- 
ondary implantation following some type of 
previous intra-abdominal surgery. 

In a series of forty-six cases analyzed by 
Pratt, it was disclosed that intra-abdominal 
surgery preceded the appearance of the 
growth. In approximately 50 per cent of the 
cases some variety of uterine suspension, 
mostly ventral suspension, was accountable. 
Operations on the tubes and ovaries were 
responsible for 30 per cent and cesarean 
section for 15 per cent of the cases. These 
figures are in close accord with those most 
commonly observed in the literature. 


SYMPTOMATOLOGY 
Subjectively the most frequent local 
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symptoms experienced by gynecological 
patients are: leukorrhea, disturbed men- 
strual function, pelvic distress—at times 
amounting to actual pain—together with ir- 
ritation of the bladder and bowel. 

In pelvic endometriosis all of these symp- 
toms are present to an exaggerated degree 
and in some respects assume a rather char- 
acteristic type. Painful menstruation is an 
accompaniment of many morbid conditions 
of the genital organs, but true organic men- 
strual pain is probably more frequent and 
outspoken in endometriosis than in any 
other condition. Moreover, in a large num- 
ber of the patients it follows a rather char- 
acteristic pattern, notable for its severity 
and relatively recent acquisition. This 1s 
commonly termed “acquired dysmen- 
orrhea.” Being a special feature of the 
symptomatology of endometriosis, it is espe- 
cially referred to in practically all articles 
dealing with the subject. In our series of 
cases menstrual pain was the most conspic- 
uous symptom and was experienced by 244, 
or 89 per cent of the patients. The acquired 
type was present in 100, or 37 per cent. 

Furthermore, with the disease assuming, 
as it so commonly does, such widespread 
dimensions, the frequency of pain other 
than menstrual in the lumbar region, in the 
abdomen and in the pelvic cavity is readily 
understood. Among our patients frank pain 
in the areas mentioned was a prominent 
symptom, in 186, or 67 per cent. Leu- 
korrhea, the most common symptom in or- 
dinary gynecological conditions, was pres- 
ent in 128, or 43 per cent, and subjective 
abdominal enlargement was observed in 98, 
or 36 per cent. 

Because of the marked anatomical altera- 
tion in the structures affected by endometri- 
osis, one would naturally suspect some ab- 
normal change in the menstrual flow itself. 
A study of this feature in our patients dis- 
closed that menorrhagia or metrorrhagia or 
both were recorded in 162, or 58 per cent. 
The foregoing figures are in harmony with 








those in the numerous articles on the sub- 
ject. The subjective symptoms experienced 
by the patients in our series are given in 
Table 6. 


TABLE 6.—SYMPTOMATOLOGY 








Symptom No. Per Cent 





Pain (abdominal, lumbar and 
DOWACD cats Pa Gi re aes 185 67 
Irregular menstruation: 
Menorrhagia or 





metrorrhagia.... ......660% 162 58 
Scanty periods or 
BINENOLSNEA oss oss seee es 14 5 
Dystenorrhea:. .....00006000 144 52 
Severe and acquired....... 100 37 
SRIIMNTSIRA cs 55 65 Ga essa she 128 43 
Abdominal tumor (subjective) 98 36 
AMGIAN, cis awa bese sess Saas 831 





BLOOD ANALYSIS 


It is the custom routinely to study the 
blood of all patients admitted to our serv- 
ice, unless there is some unavoidable reason 
for not doing so. This course was followed 
in the study of our patients suffering with 
endometriosis, and ordinary blood counts, 
as customarily made, were performed in 
276 patients. Those with a hemoglobin of 


Tas_e 7.—BLoop StupiEs 








Analysis No. Per Cent 





Patients showing relatively 
normal blood counts....... 252 91 
(Hemoglobin 60 per cent or 
more; red cell count 
3,500,000 or more) 
Patients showing definite 
GANONG cus io cosy cone be 24 8.6 
Hemoglobin 50 per cent or 
less in 15 
Hemoglobin 40 per cent or 
less in 1 
Hemoglobin 30 per cent or 
less in 1 


AMS E See eh dP hae y 276 99.6 








60 per cent or beyond and a red cell count 
of 3,500,000 or more were regarded as rel- 
atively normal. The number of patients 
showing definite impoverishment of the 
blood totaled 24, or 8.6 per cent. Of these 
a hemoglobin of 50 per cent or less was ob- 
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served in 15 cases, being under 4o per cent 
in one and under 30 per cent in another. 


INFLUENCE ON FERTILITY 


All authors from the earliest contrib- 
utors have been deeply impressed by the 
adverse influence of endometriosis on fer- 
tility. For example, Polano and Kudoli, ac- 
cording to Lockyer, writing in 1905, found 
in a study of 100 cases that of 68 married 
women 53 per cent were fertile and 47 per 
cent sterile. The 47 per cent sterility in 
adenomyosis was contrasted with a 20 to 25 
per cent sterility in patients with uterine 
myomas. Keene and Kimbrough in report- 
ing 184 cases in 1930 stated that 70 per cent 
of their patients were married and of these 
40.9 per cent were sterile. 


TaeLe 8.—INFLUENCE OF ENDOMETRIOSIS 
ON FERTILITY 











Condition No. Per Cent 
PREGNANCY: 
Patients with apparently normal 
pregnancies and labors......... 111 47 


Pregnancy found at operation 
complicated by endometriosis (4 
were normal intra-uterine and 6 
were tubal, 2 of which had rup- 


AICO cas ce senie se eele diners o5% 10 3.6 
STERILITY : 
Known sterility, absolute or rela- 
OLIN ne Benen po epee ee eet aaa 126 53 


Married patients with a history of 
one or two pregnancies followed 
by at least five years of sterility 
and presenting no known factors 
antithetic to subsequent concep- 


MER cs Crake: ale is ween ov seieieteaeie 56 23 
Married patients with an absolute 
RistOry:Of- StELtlity.. 66 sie%-00.6-6-0-6 50 21 


Married patients who had had one 
or more miscarriages, but who 
never went to term............ 20 8.2 








Dougal, in recording his observations on 
the “Problem of Endometriosis” at the 
fiftieth annual meeting of the American 
Association of Obstetricians, Gynecologists 
and Abdominal Surgeons in 1937, found 
that in 241 patients, excluding cases associ- 
ated with fibroid tumors and not counting 
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women who had been married less than 
three years, 4o per cent were sterile, 32 per 
cent had not been pregnant for at least ten 
years and 23 per cent for at least five years. 

The results of our study of the relation- 
ship of endometriosis to fertility are given 
in Table 8. 


TREATMENT 


It has long been my custom ardently to 
advocate as well as to practice active treat- 
ment of all pelvic tumors, regardless of 
their site or character. I have always been 
strongly opposed to the passive attitude 
sometimes recommended and employed in 
the therapeutic management of uterine 
myomas. I have adopted this somewhat 
radical course in the treatment of gyne- 
cological neoplasms chiefly for three rea- 
sons: first, because it is highly improbable 
that a myoma will remain static, or quies- 
cent, indefinitely; second, because, unlike 
the proverbial leopard, a uterine fibroid is 
quite capable of changing its spots, that is, 
its cellular character; third, because it is not 
humanly possible to determine accurate- 
ly—only inferentially—the true nature of a 
myoma by the available methods of study. 

In the main, a more or less active or radi- 
cal course was not only followed, but was 
unavoidable in most of our cases. In Table 
g it will be observed that radical methods 
were indicated and practiced in 220 cases, 
or 79.7 per cent. In the remainder some 
form of conservative surgery was adopted. 
In a few, however, radium (four cases) and 
X-ray (three cases) were used. However, 
in three of the four patients in whom radi- 
um was employed the recourse proved in- 
effectual and it later became necessary to 
remove the uterus. Conservative treatment, 
a measure so desirable in organs concerned 
fundamentally in the propagation of life, is 
not strongly recommended, first, because it 
so frequently fails and, second, because it 
is rarely applicable to growths of this type. 
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Obviously, the most important consider- 
ation in the treatment of endometrial tu- 
mors is the ultimate result. Of 272 patients 
treated by semiradical or frankly radical 
methods, recovery was uneventful in 248. 
In 24 patients convalescence was somewhat 
prolonged, probably owing to the extensive 
surgery performed and the presence, so fre- 
quently an accompaniment of endometri- 
osis, of dense peritoneal adhesions. 


TABLE 9.—TREATMENT 














Treatment No. Per Cent 
RADICAL TREATMENT: 
RRM INAE 5 65 5 sis y's 6.9 ss 6 06550 220 79.7 
Supravaginal (205) 
Panhysterectomy (11) 
Vaginal (4) 
Hysterectomy with bilateral sal- 
pingo-oophorectomy..........-. 119 43.1 
CONSERVATIVE TREATMENT: 
Unilateral salpingo-oophorectomy. 81 29.3 
Bilateral salpingectomy and uni- 
lateral oophorectomy conserving 
either all or a part of one ovary 
or transplanting an ovary*..... 17 6.1 
EER a a A eas rrr 4 1.4 
MAME ouieG hes spss ek sees 3 1 
INCIDENTAL SURGERY: 
PA PERIPCRININY.. isu on o ois. 4.00055 40% 111 40.2 
Dilatation and curettage......... 105 30.8 
Plastic operations..............- 81 20.9 
Posterior colpotomy............. 45 16.3 
Phe PRAIA soos boone ctsaeese 15 5.4 
Extensive adhesions lysed........ 15 5.4 
Excision of tumor of the vaginal 
LSBs SSR ee ier eres 5 1.8 
Cholecystostomy........scseesees 5 1.8 
Ventral suspension or fixation.... 5 1.8 
Excision of rectovaginal tumor... 3 1 
Excision of appendectomy scar 
ond fistwlous 4PAct.......200055+ 2 Pf 
Excision of incisional hernia mass 1 4 
Excision of navel containing tumor 1 4 
Coagulation of implants......... 1 4 
OT Ee ee eee 839 





*This was always done on extremely young patients when- 
ever feasible; the small number thus treated indicates how 
extensive was the disease in most instances. 


Among 272 patients undergoing radical 
surgery there were four deaths, a mortality 
of 1.5 per cent. The first death occurred 
in a patient 33 years of age, who had been 
operated upon eight days before for multi- 
ple intrinsic endometriomata. A supra- 
vaginal hysterectomy with a bilateral sal- 


pingo-oophorectomy was performed. Death 
resulted from pulmonary embolism. The 
second death was in a patient 47 years of 
age, who was operated upon for multiple 
endometriomata of the uterus. A supra- 
vaginal hysterectomy with a bilateral sal- 
pingo-oophorectomy was performed. Death 
occurred from peritonitis on the fourth day 
following operation. The third patient was 
49 years of age. She was operated upon for 
extensive endometriosis involving the uterus, 
rectum, sigmoid and pelvic cavity in gen- 
eral. A supravaginal hysterectomy with a 
bilateral salpingo-oophorectomy was per- 
formed. The patient died on the tenth day 
from peritonitis following evisceration. The 
preoperative physical study of this patient 
revealed no systemic abnormality, except 
for a mild secondary anemia with a hemo- 
globin of 60 per cent and a red cell count 
of 3,000,000. The fourth patient was 48 
years of age. She was operated upon for 
multiple uterine endometriomata. A supra- 
vaginal hysterectomy with a bilateral sal- 
pingo-oophorectomy was performed. She 
succumbed on the twentieth postoperative 
day from pneumonia. These operative re- 
sults are summarized in Table ro. 


TABLE 10.—RESULTS oF TREATMENT 














Immediate Outcome No. Per Cent 
Convalescence : 
ACY C1 Sa eee a ge 248 89.9 
VISTI 23 cso oSre hse ciee ee 24 88 
DRAG 5c ossocesswss aceon 4 1.5 
{U're eee a a Se 276 100.2 





To my colleagues, Dr. Brooke M. An- 
spach and Dr. Norris W. Vaux, I am most 
grateful for the privilege of including their 
cases in this series. For the painstaking study 
of our hospital records and the computation 
of figures, I owe my deep appreciation and 
thanks to Dr. John A. McCormick, Re- 
search Fellow in Obstetrics, Jefferson Medi- 
cal College. 











PELVIC ENDOMETRIOSES: 


SUMMARY 


Neoplasms of an endometrioid character 
are among the most frequent in the pelvic 
organs of women, according to Sampson, 
being found in about 25.3 per cent of 
women operated upon abdominally. The 
proportion of endometrial tumors—internal 
and external—to uterine fibroids is about 
1 to 10. 

While endometriosis occurs most fre- 
quently in the uterus, ovaries and tubes, yet 
unlike other forms of benign gynecological 
neoplasia, these tumors are rather frequent- 
ly found also in structures circumjacent to 
the generative organs proper and, indeed, 
in structures far remote. 

The subjective symptoms common to all 
types of benign pelvic growths are usually 
experienced; characteristic is derangement 
of the menstrual function, particularly dys- 
menorrhea of an acquired type. Sterility is 
found in from 40 to 50 per cent of the 
cases. 

Conservative treatment, except in a mi- 
nority of instances, is not, unfortunately, 
applicable to tumors of endometrial origin. 
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RESUME 


Endométrioses pelviques internes 
et externes 


Les néoplasms a charactére éndométriale 
sont parmi les plus fréquents dans les organs 
pelviques des femmes; selon Sampson on les 
trouve dans presque 25.3% des femmes qui 
ont subi des opérations abdominales. Le 
rapport entre tumeurs éndométriales, in- 
ternes et externes, et fibroides utérines est 
presque de 1 a 10. Tandis que |’éndomé- 
triose apparait plus souvent dans l’utérus, 
les ovaires et les tubes, cependant 4 differ- 
ence d’autres formes de néoplasms giné- 
cologiques benins, on trouve ces tumeurs 
assez souvent aussi dans les organs circon- 
voisins aux organs génitaux propres et, en 
vérité, dans des structures assez éloignées. 
Les symptomes subjectifs communs 4 tous 
les types de tumeurs pelviques benines sont 
ici de commune expérience; characteristique 
est le dérangement de la fonction men- 
struelle, particulairement dysmenorrhée du 
type acquis. On trouve stérilité dans 4o- 
50% des cas. 

Le traitement conservatif, la minorité des 
cas éxceptée, n’est pas applicable malheur- 
esement a les tumeurs d’origine éndomé- 
triale. 


ZUSAMMENFASSUNG 
Becken Endometriosen: Innere und dussere 


Laut Sampson, gehéren Neoplasmen en- 
dometriotischen Charakters zu den haufig- 
sten, in den Beckenorganen der Frauen, 
indem sie in 25.3 per cent der Frauen vor- 
gefunden werden an welchen eine Bauch- 
operation vorgenommen wurde. Das Ver- 
haltnis endometrialer Tumoren—innerer 
und dusserer—zu Ut erus Myomen ist un- 
gefahr wie 1 zu 10. 

Wiahrend Endometriosis am hiaufigsten 
in Uterus, Ovarien und Tuben auftritt, so 
werden dennoch, ungleich anderen Formen 
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gutartiger gynekologischer Neoplasmen, 
diese Tumoren:eher haufig in anderen, die 
eigentlichen Geschlechtorgane umgeben- 
den Strukturen, ja sogar in weit entfernt 
liegenden Strukturen, gefunden. 

Die subjektiven Symptome die allen 
Typen von gutartigen Beckenneubildungen 
eigen sind, werden meist angetroffen; char- 
akteristisch ist die Stérung der menstruellen 
Funktion, besonders eine Art erworbener 
Dysmenorrhoe. Sterilitat wird in 40-50 per 
cent der Fille gefunden. 

Konservative Behandlung ist, ausser in 
wenigen Fallen, bei Tumoren von endome- 
trialen Ursprung leider nicht anwendbar. 


SUMARIO 
Endometriosis pélvica interna y externa 


EI neoplasma del endometrio es encon- 
trado con mas frecuencia en los organos 
pélvicos de la mujer segan Sampson, que lo 
encontré en cerca del 25.3 por ciento en 
mujeres operadas por via abdominal. 

La proporcion de tumores endometriales 
—interno y externo—a los fibromas uterinos 
es de uno a diez. 

La endometriosis ocurre mas frecuente- 
mente en el Utero, ovarios, trompas; hay 
tambien otras formas de neoplasia ginecol- 
égica benigna, estos tumores son mas bien 
encontrados en estructuras circumvecinas 
de los organos generativos y en estructuras 
mas lejanas. 


Los sintomas subjetivos son comunes a 
todos los tipos de crecimiento benigno pél- 
vico; es caracteristico el desarreglo de la 
funcién mestrual, particularmente dismen- 
orrea de un tipo especial. La esterilidad es 
encontrada en un 40 a 50 por ciento de los 
casos. 


RIASSUNTO 
Endometriosi pelvica interna ed esterna 


Neoplasmi a carattere endometrioide 
sono tra 1 piu frequenti negli organi pel- 
vici delle donne; secondo Sampson si tro- 
vano in circa 25.3% delle donne sottoposte 
ad operazioni addominali. I] rapporto tra 
tumori endometriali, interni ed esterni, e 
fibroidi uterini é di circa 1 a 10. Mentre 
’endometriosi appare piu frequentemente 
nell’utero, ovaie e trombe, tuttavia a differ- 
enza di altre forme di neoplasmi ginecol- 
ogici benigni, questi tumori si trovano ab- 
bastanza frequentemente anche in organi 
adiacenti agli organi genitali propri e per- 
fino in strutture assai lontane. I sintomi sub- 
biettivi comuni a tutti i tipi, di tumori pel- 
vici benigni sono di comune esperienza; 
caratteristico é il disturbo della funzione 
mestruale, particolarmente dismenorrea del 
tipo acquisito. Si trova sterilita in 40-50% 
dei casi. Trattamento conservativo, eccetto 
nella minoranza dei casi, non é applicabile 
sfortunatamente ai tumori di origine en- 
dometriale. 
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A Historical Sketch of Obstetrics 


PALMER FINDLEY, M.D., F.A.CS. 


OMAHA, NEBRASKA 


ROOKE BLAND was my friend, 
and in honoring his memory in the 
Memorial Number of the Journal 
of the International College of Surgeons, 
I offer a brief outline of obstetrics in the 
making. This I do because, in the words of 
John Browne, it may be said of Brooke that 
“he fed, enlarged and quickened his entire 
nature when he lived in the world of let- 
ters as a freeholder and reverenced the an- 
cients, while at the same time he pushed on 
among his fellows and lived in the present, 
believing that his profession and his patients 
need not suffer though his horae subsecivae 
were directed to miscellaneous thinking 
and reading.” ; 
Not long before his death, Brooke con- 
fided to me that he would soon quit prac- 
tice and teaching and retire to his library, 
where more than two thousand of his com- 
panions in letters were awaiting him. They 
were companions chosen with the utmost 
care and understanding, old masters in med- 
icine that could not fail to quicken his soul 
and enrich his knowledge. But a cruel fate 
struck him down almost at the moment of 
fulfillment of his dreams, and those of us 
who were privileged to be his friends can 
only regret while we do him honor. 


EARLY MIDWIFERY 


The history of obstetrics is of absorbing 
interest to all who would follow the devi- 
ous paths along which the science of medi- 
cine has progressed. Civilization had its be- 
ginning in the art of writing, in Egypt and 
in Mesopotamia, but it cannot be said that 
the development of obstetrics kept pace 
with civilization. Superstition and religious 





bigotry impeded its progress, and it was not 
until far into the Christian era that the fet- 
ters that bound obstetrics to the church 
were severed. 

The priest-physician looked upon mid- 
wifery as a lowly art, fit only for women 
to practice, and we find the midwife in un- 
disputed control to the seventeenth cen- 
tury. Indeed, it was not until the eighteenth 
century that her supremacy was seriously 
challenged, and then notably by William 
Smellie. To that time she held, in a very 
real sense, the destinies of the nations in her 
hands and surrendered her authority only 
after years of bitter controversy with the 
medical profession. 

No history of obstetrics is complete with- 
out an appraisement of midwives and their 
contributions to midwifery. With notable 
exceptions they were women of low caste, 
ignorant, superstitious and filthy, yet for 
thousands of years they stubbornly resisted 
encroachment of the medical profession up- 
on their domain. Doctors were seldom 
called in consultation and then only to dis- 
member the child and administer their nau- 
seous decoctions. 

But in all fairness it must be said that 
there were among them a few of high so- 
cial order and intelligence. Such were 
Phainasetta, mother of Socrates; Aspasia, 
mistress of Cyrus the Younger; the wife of 
Pericles and the daughters of Denans and 
Paré. Most famous among the midwives of 
ancient times was Trotula, better known in 
fairy tales as “Dame Trot.” She was a mem- 
ber of the faculty of the Collegium Hippo- 
craticum of Salerno and was held in high 
esteem at a time when there was much prej- 
udice against midwives. 




















110 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


To call the roster of famous midwives in 
the seventeenth and eighteenth centuries 
would be an endless task, far beyond the 
scope of this paper. Outstanding among 
them is Justine Siegmundin, court midwife 
to the Electorate of Brandenburg, who 
wrote the first text on midwifery in Ger- 
many; Marie-Anne Victorie Boivin, Doc- 
tor of Medicine from the University of 
Marbourg, who delivered the future Count- 
ess of Beaumont, the daughter of Dupuy- 
tren, who, in addition to her Trenté des 
maladies de Puterus et de ses annexes, wrote 
on cancer, cesarean operations, vesicular 
mole and internal measurements of the pel- 
vis. 

In England there were Jane Sharp, author 
of a popular work on obstetrics, and Marga- 
ret Stephens, who was probably the best 
qualified of all English midwives, a pro- 
lific writer and instructress in anatomy of 
the pelvis and the art of delivery. In our 
own country there was Anne Hutchison, 
whose principal claim to distinction seems 
to rest in her inability to get on with the 
Puritans of Boston. But there were many 
midwives in the colonial days in America 
who jealously defended their right to con- 
trol the practice of midwifery to the ex- 
clusion of doctors. That many midwives 
were women of marked ability there can 
be no question, and up to the time of Smel- 
lie, Hunter, Mauriceau, Guillemeau, Portal 
and La Motte, they did their full share in 
the building of an obstetric art. 


ANCIENT OBSTETRICS 


Search as we may through the literature 
of the ancients, we find no notable con- 
tributions to obstetrics with the possible 
exception of Greece, where rational, but 
not scientific, obstetrics had its beginning. 
Indeed, it may be said that Soranus the 
Ephesian, who practiced in Rome in the 
second century, 1s justly entitled to the dis- 
tinction of being called “the Obstetrician 
of Antiquity.” Soranus was far in advance 


of his time and the world did not catch up 
with him for fourteen centuries. He was 
the forgotten man in medical annals. His 
writings and his illustrations were bandied 
around without acknowledgement of their 
source. The best-robbed man in medical 
history, he did not receive the recognition 
due him until his book, On Diseases of 
Women, was brought to light in La Biblio- 
theque of Paris in 1838. 

From the pages of this work we learn 
that Soranus taught the midwife to do ver- 
sions and craniotomies and instructed her 
in the use of the vaginal speculum. Soranus 
had dissected the human body and took 
issue with Hippocrates and Galen that the 
uterus possessed two horns. He refuted the 
ancient fallacy of the migration of the preg- 
nant uterus and there is in his writings a 
suggestion that he was familiar with the 
operation of vaginal hysterectomy. He 
recognized ulcers of the cervix and per- 
formed craniotomy, cephalotripsy and dis- 
memberment; he incised resisting mem- 
branes, removed obstructing tumors and 
recognized abnormal positions and presen- 
tations of the fetus in utero. In all this So- 
ranus was centuries ahead of his time. 

Galen was a contemporary of Soranus 
and closely following him were the ency- 
clopedists: Celsus, Pliny the Elder, Aetius, 
Oribasius, and Paul of Aegina, all prolific 
writers, though their writings were in no 
sense original. Like the Arabians, they 
passed on nothing of the writings of So- 
ranus, and added nothing new of their own. 
We come to the turn of the sixteenth cen- 
tury before finding any worthwhile con- 
tributions to the obstetric art. 


SIXTEENTH CENTURY 


It was then that the Midwives’ Books ap- 
peared. Published in several European lan- 
guages and appearing under differing titles, 
these primers were the only works on mid- 
wifery for a period of two hundred years. 
While they were not original contributions, 














they served a useful purpose, for they were 
the sole printed source of information for 
midwives and doctors other than that which 
was incorporated in works on medicine and 
surgery. 

First of the Midwives’ Books was the 
Rosengarten, published in 1513. It pos- 
sessed no scientific merit, but probably no 
medical work has been so widely translated 
and distributed. Twenty-seven years after 
the first appearance of the Rosengarten in 
German came The Byrth of Mankynde in 
England, and shortly before it came De 
Partu Hominis in Latin. These and other 
editions appeared in many languages, dif- 
fering in many particulars from the original 
Rosengarten but all serving the same pur- 
pose, that of a textbook on midwifery, not 
only for midwives but for the medical pro- 
fession as well. 

No sooner had the Midwives’ Books come 
into general circulation than Ambroise 
Paré (1510-1590) gave version back to the 
world after a lapse of thirteen centuries. 
The procedure had been all but discarded 
and forgotten, and lives of countless new- 
borns had been needlessly sacrificed by the 
age-old atrocities of craniotomy and em- 
bryotomy. No obstetrician, Paré failed to 
popularize version, and it was left to Guil- 
lemeau, Portal and Mauriceau to perfect 
the technic and to gain for it the recogni- 
tion it so richly deserved. 

To the student of medical history there 
is a great thrill in finding instances in which 
a supposedly modern invention had its 
origin far back in the ages. Such was the 
case with bimanual turning, credited to 
Braxton Hicks in the middle of the nine- 
teenth century. In reality the procedure 
was described in detail three hundred years 
before by Scipio Mercurio, the Dominican 
monk of Padua and Venice. Mecurio quit 
the cloister to practice medicine in Venice 
in 1571, and there he published his mid- 
wife’s book, in which he described his tech- 
nic of version and the cesarean operation. 
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As far as is known, he was the first to ad- 
vise cesarean section on the living mother 
with a contracted pelvis. His writings were 
the outstanding contributions to obstetrics 
in the sixteenth and seventeenth centuries. 


CONTRIBUTIONS TO PELVIC ANATOMY 


~ To this time there had been no worth- 
while contributions to the anatomy of the 
pelvic organs, or to anatomy in general, for 
that matter. The dissection of the human 
body was taboo throughout ancient and 
medieval times, with the exception of brief 
periods in the School of Alexandria, in 
Bologna under the direction of Mondinus 
and in Montpellier, Padua, Louvaine, Paris 
and Vienna. And even then these sporadic 
efforts added nothing to an understanding 
of the anatomy of the pelvic organs. 

True, Leonardo da Vinci at an earlier 
period depicted the fetus in utero in its 
exact position and in marked contrast to the 
ludicrous positions which appeared in the 
Rosengarten. But while da Vinci sketched 
with the utmost fidelity to scientific accu- 
racy, he sketched as an artist, not an ana- 
tomist, and it was left to Harvey and Hun- 
ter to initiate scientific research in human 
anatomy. 

The earliest scientific observations in the 
anatomy of the generative organs of wom- 
en were made by William Harvey, pub- 
lished in his De Generatione Animalium, 
and by William Hunter in his immortal 
The Anatomy of the Human Gravid Uterus 
Exhibited in Figures. Harvey’s work earned 
for him the title of “Father of British Mid- 
wifery” and William MHunter’s “The 
Founder of Scientific Obstetrics.” Thus 
was obstetrics placed upon a secure, scien- 
tific foundation. From then on, progress 
was rapid. 

Fifteen years after the death of Harvey, 
Regner de Graaf, a Hollander, described 
the ovary and the follicles that bear his 
name. But Leeuwenhoek had not yet in- 
vented the microscope, and it was left to 
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von Baer to find the ovum within the fol- 
licle, and to Newport to demonstrate the 
role of the sperm in the fertilization of the 
ovum. Twenty-five hundred years had gone 
by since Aristotle studied the embryo of 
the chick. At long last the riddle of life in 
the making was solved. 


INVENTION OF FORCEPS 


While England, as is her habit, was slow 
in getting under way, she eventually pro- 
duced her Harvey and her William Hunter. 
And she did more in giving to the world 
“the most beneficent of all surgical instru- 
ments”—the obstetric forceps. Invented by 
Peter Chamberlen the Elder in the eight- 
eenth century and improved and popular- 
ized by William Smellie, this invention was 
unquestionably the most important event in 
the history of obstetrics to that time. De- 
signed to reinforce the hand in obstructed 
labor, the forceps went far in doing away 
with mutilating operations on the child. 
More than that, they ushered in a new 
regime. No longer could the midwife main- 
tain her autocratic rule. No longer could 
she claim mastery of her art, for she was 
unequal to the new obligations thrust upon 
her by the invention of the forceps and 
their application in difficult deliveries. 

In all the bitter controversy that ensued, 
Smellie was the chief target of the poisoned 
darts of Mrs. Elizabeth Nihell, who was the 
self-appointed champion of the divine rights 
of midwives. Four hundred pages of her 
Treatise on the Art of Midwifery were 
filled with invectives and _ recriminations 
against male midwives in general and against 
Smellie i in particular, whom she branded as 

“a great horse God-mother of a he-mid- 
wife,” he “with his nine hundred pupils 
let loose among the female sex and of what 
a havoc they may make of both its safety 
and modesty to say nothing of the detri- 
ment to populations in the destruction of 
infants.” But the militant Mrs. Nihell was 


forced to retreat before the advent of new 
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instruments of precision and an enlivened 
interest in obstetrics in the medical profes- 
sion. 


PELVIC CONSIDERATIONS 


Henry van Deventer (1651-1724) had 
long been engaged in orthopedic practice 
when he turned his attention to the study 
of the bony pelvis. He observed that pelves 
differed in depth and width, he noted vari- 
ations in the pelvic curve, called attention 
to the pelvic axis for the first time and dis- 
coursed on the clinical significance of the 
distorted pelvis. He would not subscribe to 
the ancient belief that the pubes separated 
in labor to permit the passage of the child, 
contending that added space was obtained 
by the crowding back of the sacrum and 
coccyx. 

While van Deventer first called attention 
to the pelvic axis, it was Mauquest de la 
Motte, a country practitioner in the village 
of Picardy, who pointed out that the main 
cause of obstructed labor lay in the inlet of 
the pelvis. Van Deventer had no pelvimeter 
with which to measure the pelvis, and it 
was left to Jean Louis Baudelocque to de- 
velop a means for measuring the diameters 
of normal and deformed pelves and corre- 
lating these measurements with those of the 
fetal head. Smellie had first noted the effects 
of rickets on the bony pelvis, but Naegele 
went further in making accurate measure- 
ments of the generally contracted pelvis, 
the flat pelvis and the obliquely contracted 
pelvis, pointing out their clinical signifi- 
cance. He was followed by Michaelis, 
whose Das enge Becken became a milestone 
in scientific obstetrics. 

Ninety years before Carl Siegmund 
Credé published his thesis on the delivery 
of the afterbirth by external manipulation, 
John Harvey, an associate of Smellie, wrote 
on the delivery of the placenta by the same 
method. Mauriceau and many others before 
the time of Credé had also written of the 
procedure, though with less clarity and de- 
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tail, and it is altogether likely that the pla- 
centa was expressed in much the same man- 
ner in ancient times, even in the prehistoric 
period, but credit has gone to the man who 
possessed the means of giving the proced- 
ure the greatest publicity. All honor to 
Credé, particularly for his contribution to 
the prevention of ophthalmia neonatorum. 


CESAREAN SECTION 


We do not know when or where the first 
cesarean operation was performed, but it is 
certain that it was not performed upon the 
mother of Julius Caesar, for to that time 
there is no evidence that the operation was 
ever attempted upon a living woman. Au- 
thorities agree that the term “cesarean” was 
derived from the Jex regia, in which it was 
ordered that the midwife must cut the baby 
from the belly of the dead mother in order 
that it may have a separate burial. Later the 
lex regia became the /ex cesaria, hence the 
term “cesarean.” Although the procedure 
was in vogue prior to the Hippocratic pe- 
riod, Hippocrates, Galen, Aetius, Paulus, 
Oribasius and even Soranus strangely failed 
to mention it in their writings. There is no 
evidence that the ancient Greeks, Romans 
or Arabians ever performed the operation on 
a living mother and we come to the sixteenth 
century to find the first authentic record 
of a successful cesarean section on a living 
mother. This was the time when the Mid- 
wives’ Books appeared and when Paré resur- 
rected the procedure of podalic version. 

We have the word of Fasbender and of 
Haesar that in 1540 Christopher Bain, an 
Italian, was first to record a cesarean opera- 
tion on the living mother, saving the mother 
but not the child. In this connection we re- 
call that forty years earlier Jacob Nufer, a 
Swiss swine spayer, is said by Caspar Ban- 
hin to have sectioned his wife and removed 
a living baby, saving the life of the mother 
as well, but unfortunately the details of the 
operation are wanting. 

Because of the appalling mortality of the 
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operation, due to hemorrhage and sepsis, it 
did not come into general favor until an- 
esthesia, antisepsis and the closure of the 
uterine incision by suture were introduced. 
Prior to these innovations the maternal mor- 
tality reached as high as go per cent, and 
Mme. La Chapelle is on record as saying 
that every mother died in the Maison d’Ac- 
couchement. Paré refused even to witness 
the operation, and Sacombe called Jean 
Louis Baudelocque an assassin for attempt- 
ing the operation. In our own country the 
controversy was not less acrimonious, with 
Hodge and Dewees disposed to favor the 


“operation within narrow limitations and the 


preponderance of authority in bitter opposi- 
tion. There could be no unanimity in the 
presence of so frightful a maternal mortal- 
ity. 
ANESTHESIA 

Without anesthesia and antisepsis obstet- 
rics would have remained chained to a dead 
past; with them it has become as near an exact 
science as human effort can make it. These 
two innovations came into obstetric prac- 
tice almost coincidentally in the nineteenth 
century. From earliest times attempts had 
been made to relieve the pain of surgical 
operations, but it was not until 1874 that 
anesthesia was vouchsafed to the parturient 
and then by James Y. Simpson of Edin- 
burgh. By a fortuitous circumstance Simp- 
son hit upon chloroform, which he said 
would “turn the world upside down”—and 
it did just that to obstetric practice. Simp- 
son had long dreamed of the death of pain 
in labor and he thought he had found the 
means in chloroform. He had heard of ether 
as an anesthetic and had tried it without 
satisfaction. Chloroform was more to his 
liking and, in spite of all opposition, he suc- 
ceeded in establishing its administration in 
labor. England has placed Simpson along 
side of Harvey, Jenner and Lister. 


ANTISEPSIS 


The story of antisepsis as applied to 
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puerperal fever is long and full of tragedy. 
It is a story of frightful epidemics, of strug- 
gle against ignorance, prejudice and bigo- 
try, but it ends with a glorious victory for 
science and human effort. The works of 
Hippocrates, Avicenna and Celsus contain 
references to puerperal fever, though not 
by name. However, it would appear that 
these authors were not impressed with the 
alarming potentialities of the malady, nor 
is there anything in their writings that sug- 
gests even a suspicion of the contagious na- 
ture of the disease. Not until maternity 
wards were established, notably in the 
Hotel Dieu of Paris in the seventeenth cen- 
tury, were there any epidemics that aroused 
the fears of the medical profession and the 
public, and even then there was all sorts of 
nonsensical speculation on the cause and 
the means of combating the scourge. 

The early writers had much to say of 
milk metastasis, of the phlogistic theory and 
of almost everything except micro-organ- 
isms, and it was not until the nineteenth 
century that a rational hypothesis was ad- 
vanced. It was then that three men, in three 
separate parts of the world, and almost 
simultaneously, snatched puerperal sepsis 
from the realm of superstition and specu- 
lation; they were Holmes, Semmelweis and 
Tarnier. Holmes may be said to have been 
a collaborator of other men’s observations, 
based upon his own limited observations in 
the dissecting room, while Semmelweis and 
Tarnier arrived at their conclusions after 
long and bitter experiences in pestilence- 
ridden wards. 

But these men were not the first to di- 
vine the contagious nature of the disease. 
Alexander Gordon, as health commissioner, 
was in the thick of an epidemic of puerperal 
fever in Aberdeen in 1790-1792. He was 
impressed with the contagious nature of 
the disease and laid the responsibility for its 
spread at the door of the doctors and mid- 
wives. Then came Charles White of Man- 
chester a generation later to advocate clean- 
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liness and ventilation in the lying-in room, 
to recommend that every parturient wom- 
an should be isolated for eight days to make 
certain that she was not a carrier of con- 
tagion. He irrigated the uterus to rid it of 
“acrid matter” and boasted that he had not 
lost a single mother from contagion. 

With the discovery of germ life by Pas- 
teur and the introduction of antisepsis by 
Lister, the chain of evidence forged by 
Gordon and White, Holmes, Semmelweis 
and ‘Tarnier was complete. Preventive meas- 
ures have all but done away with the 
scourges that swept through the maternity 
wards from the seventeenth to nineteenth 
centuries. Even more—they made possible 
the development of operative obstetrics with 
all its perfections, so that today obstetrics, 
though not a perfected science, is certainl 
on an equality with any and all branches 
of medicine. 


SUMMARY 


The author traces the history of obstet- 
rics from the time of Soranus (second cen- 
tury), who instructed midwives in the 
technic of version and craniotomy, the use 
of the vaginal speculum and the various 
positions of the fetus in utero. His teach- 
ings were forgotten for fourteen centuries. 
In the Renaissance appeared the Midwives’ 
Books; at the turn of the sixteenth century 
Paré reintroduced version. Two centuries 
later came the forceps. The researches of 
Harvey, William Hunter, de Graaf and 
Baer placed obstetrics on a scientific foun- 
dation. Cesarean operations on living moth- 
ers and all operative obstetrics came only 
with the introduction of anesthesia and an- 
tisepsis. 

RESUME 
Une esqiusse historique de lobstétrique 


L’auteur décrit l’histoire de l’obstétrique 
des temps de Sorano (II siécle), qui enseig- 
na a les accoucheuses la téchnique de la ver- 
sion et de la craniotomie, l’usage du spécu- 














lum vaginal et les differentes positions du 
fetus dans l’utérus. Ses enseignements fu- 
rent oubli¢s pour 14 siécles. Dans la Ren- 
aissance le “livre des accoucheuses” apparit; 
au commencement du 16 iéme siécle Paré in- 
troduit de nouveau la version. Deux siécles 
apres, le forceps vint. Les récherches de 
Harvey, William Hunter, de Graaf et Baer 
mirent l’obstétrique sur des bases scientifi- 
ques. Les opérations césariennes sur les 
méres viventes et toute la chirurgie ob- 
stétrique vinrent seulement avec |’introduc- 
tion de l’anesthesie et de l’antisepse. 


ZUSAMMENFASSUNG 
Eine historische Skizze der Geburtshilfe 


Der Autor verfolgt die Geschichte der Ge- 
burtshilfe von der Zeit des Soranus (zweites 
Jahrhundert), welcher Hebammen die 
Technik der Wendung und Craniotomy, 
die Verwendung des vaginalen Speculum 
und die verschiedenen Positionen des Fetus 
in Utero, lehrte. Seine Lehren wurden fiir 
14 Jahrhunderte vergessen. Zur Zeit der 
Renaissance erschien das Hebammen Buch; 
zur Wende des Sechzehnten Jahrhundert, 
fiihrte Paré wieder die Wendung ein. Zwei 
Jahrhunderte spater kam die Zange. Die 
Forschungen von Harvey, William Hunter, 
de Graaf und Baer, brachten die Geburt- 
shilfe auf eine wissenschaftliche Grundlage. 
Kaiserschnittoperationen an lebenden Miit- 
tern und alle operative Geburtshilfe kam 
erst mit der Einfiihrung von Anesthaesie 
und Antisepsis. 
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SUMARIO 
Un esbozo de la historia de la obstetricia 


FE] autor traza la historia de la obstetricia 
desde los tiempos de Soranus (siglo segun- 
do) quien ensefié el camino de las técnicas 
de la version y craniotomia, el uso del espe- 
jo vaginal y varias posiciones del feto en 
el utero. Sus ensefanzas fueron alvidadas 
durante catorce siglos. En el Renacimiento 
aparece el libro de Midwives; in el siglo 
diez y seis Paré reintroduce la version. Dos 
siglos mas tarde viene el forceps. Las in- 
vestigaciones de Harvey, William Hunter, 
de Graaf y Baer dan una fundacion cien- 
tifica a la obstetricia. La operacion Cesaria 
llevada con éxito para la madre y todas las 
operaciones obstétricas vienen solamente 
con la introduccion de la anestesia y asepsis. 


RIASSUNTO 
Uno schizzo storico dell ostetricia 


L’A. descrive la storia dell’ostetricia dai 
tempi di Sorano (II secolo), il quale istrui 
le levatrici nella tecnica del rivolgimento e 
della craniotomia, l’uso dello specolo vagi- 
nale e le varie posizioni del feto nell’utero. 
I suoi insegnamenti furono dimenticati per 
14 secoli. Nel Rinascimento appari il “libro 
delle levatrici”; all’inizio del 16° secolo 
Paré riintrodusse il rivolgimento. Due secoli 
dopo venne il forcipe. Le ricerche di Har- 
vey, di William Hunter, de Graaf e di Baer 
posero l’ostetricia su basi scientifiche. Op- 
erazioni cesaree su madri viventi e tutta la 
chirurgia ostetrica vennero solamente con 
Pintroduzione dell’anestesia e dell’antisepsi. 


SPECIAL ASSEMBLY TRAINS 


Reservations for travel and hotel accommodations should 


be made promptly by those planning to attend the Interna- 


tional Assembly at Mexico City. Special trains will leave New 
York City and will stop at Chicago, St. Louis and other 


points. 











The Anovulatory Cycle in Women 
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LTHOUGH the human ovum was 
discovered by von Baer in 1827, it 
was many years before it was 

assigned any relationship with menstrua- 
tion. The theory of Pfliiger (1863) very 
definitely linked up the ripening of the 
graafian follicle with menstruation, al- 
though the chronologic and_ physiologic 
premises upon which the theory was based 
were entirely erroneous, as was shown to- 
ward the end of the last century by the 
transplantation experiments of Knauer and 
others. The demonstration of the cyclical 
endocrine role of the corpus luteum by 
Ludwig Fraenkel in 1903, soon followed 
by the correlative histologic studies of the 
ovarian and endometrial cycles, led to the 
evolution of a very satisfactory working 
theory of menstruation based upon the es- 
sential role of ovulation in the cycle. The 
assumed indispensability of the corpus lu- 
teum was expressed in the well-known dic- 
tum of Robert Meyer: “Ohne Ovulation 
keine Corpus luteum; ohne Corpus luteum 
keine Menstruation.” 

So thoroughly established was this con- 
cept that when, not much more than a de- 
cade ago, the suggestion was made that 
typical and periodic menstrual bleeding can 
occur without ovulation, the natural re- 
action of many gynecologists was one of 
resentment at such an unorthodox doctrine. 
And yet this occurrence of “anovulatory” 
cycles in the human cycle has now been al- 
most universally accepted, though there is 
still much discussion as to its incidence and 
as to whether such anovulatory bleeding 
can be considered true menstruation. 





EXPERIMENTS ON MONKEYS 


As far back as 1894 Heape, in his study 
of menstrual changes in the uteri of rhesus 
monkeys, had described instances in which 
examination of the ovaries showed no evi- 
dence of corpora lutea. An even sharper 
division into two groups was made by von 
Herwerden in 1905 in her studies of mon- 
keys in the wild. This investigator empha- 
sized the fact that in some monkeys cor- 
pora lutea were associated with menstrua- 
tion, but that in others they were absent. 

The problem was further studied in mon- 
keys by Corner in 1927. This investigator 
deserves the credit for calling attention to 
the possibility that even in the human fe- 
male, ovulation is not without exception as- 
sociated with menstruation. Further studies 
by Hartman, Allen and others have estab- 
lished the relative frequency of the anovu- 
latory cycle in monkeys. The most recent 
report on the subject, and perhaps the full- 
est, is by Hartman, who has had the op- 
portunity of studying three hundred ma- 
caque monkeys in the laboratory of the 
Carnegie Institute of Embryology in Bal- 
timore. 

The occurrence or nonoccurrence of 
ovulation is readily and accurately deter- 
mined in this animal by means of rectal 
palpation, so that the character of the 
cycles from this standpoint can be followed 
from month to month for many years. The 
rhesus monkey has a definite breeding sea- 
son corresponding to the cold months and a 
nonbreeding season during the hot months. 
While menstruation continues more or less 
normally and regularly throughout the 














year, ovulation and corpus luteum forma- 
tion are lacking in the summer months, as 
determined by rectal palpation or by the 
study of ovaries at operation. Moreover, a 
large proportion of anovulatory cycles are 
noted in young adolescent animals and in 
those approaching the menopause; and even 
during active reproductive life such cycles 
are not uncommon. 


ENDOMETRIAL BIOPSY 


The monkey is the ideal animal for the 
experimental study of menstruation, be- 
cause the clinical, histologic and endocrin- 
ologic characteristics of its cycle are ap- 
parently completely similar to those of 
women. There would seem to be ample jus- 
tification for assuming that in the human, as 
well as in the monkey, anovulatory cycles 
might be common. As a matter of fact, as 
far back as 1930 I made the suggestion, on 
the basis of isolated human observations as 
well as the analogy with the monkey, that 
the anovulatory type of cycle might not be 
rare in the human female, and that it might 
explain certain cases of sterility. Fortunate- 
ly, however, we do not now need to depend 
upon assumptions alone, for we have direct 
evidence as to the possibility of anovula- 
tory cycles in ostensibly normally menstru- 
ating women. The human problem cannot 
be studied by the convenient method of 
pelvic palpation, as in monkeys, but much 
can be learned by the now popular proced- 
ure of endometrial biopsy. 

To be of value in distinguishing between 
the ovulatory and nonovulatory types of 
cycle, biopsy should be done just before an 
expected period or, even better, at the very 
beginning of menstrual bleeding. The latter 
is preferable in order to avoid incorrect in- 
terpretations because of a possibly abnor- 
mally long cycle. However, if the patient 
has kept a careful record of her cycles, not 
many errors will occur if the biopsy is done 
just before the expected onset of the flow 
rather than after bleeding has appeared, 
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since the latter is not always practicable. If 
the premenstrual biopsy shows an outspok- 
enly secretory endometrium, one may con- 
clude that there is a corpus luteum in the 
ovary; ergo, that ovulation has occurred. If, 
on the other hand, the premenstrual or, to 
be more certain, the menstrual biopsy 
shows only a proliferative type of endo- 
metrium, it is justifiable to conclude that 
ovulation has not occurred during the par- 
ticular cycle. 


OCCASIONAL ANOVULATORY CYCLE 


From the standpoint of prognosis, two 
important facts should be borne in mind. 
First, the mere demonstration of absence of 
ovulation in any one cycle does not neces- 
sarily mean that this is characteristic for the 
patient. Already it may be stated, on the 
basis of repeated biopsies in at least a small 
group of women, that in some patients, as 
in many monkeys, anovulatory cycles may 
be interspersed occasionally among the 
more characteristic ovulatory cycles. Sec- 
ondly, even when women exhibit the ano- 
vulatory type for a number of consecutive 
cycles, one must remember that there is 
nothing fixed about this type, and that it 
is quite possible for ovulation to assert or 
reassert itself after a time, even without any 
treatment whatsoever. 

The same statements may be made con- 
cerning functional bleeding, which has 
about the same age incidence as the type of 
anovulatory cycle in which the menstrual 
rhythm and quantity are entirely or ap- 
proximately normal. As a matter of fact, 
functional bleeding of the common type is 
merely an exaggeration of the anovulatory 
cycle. Both are due to a failure of ovula- 
tion. In one the maturation and estrogenic 
function of the follicle do not advance far 
beyond the normal maximum, so that the 
hormone deprivation following follicle de- 
hiscence brings on bleeding at about the 
normal time and in normal amount. On the 
other hand, in the pathologic type of bleed- 
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ing, the functional activity of the unrup- 
tured follicle may continue far beyond the 
normal maximum; the resulting bleeding is 
thereby more excessive or more prolonged, 
or both. 

I am well aware of the sharp division of 
opinion as to whether the periodic bleed- 
ing of women with anovulatory cycles 
should be considered true menstruation, or 
whether it should be looked upon as a 
pathological “pseudomenstruation.” Many 
leading authorities, such as Meyer and 
Schréder, insist that only when periodic 
uterine bleeding is associated with ovula- 
tion, and preceded by characteristic pre- 
decidual secretory changes in the endo- 
metrium, should the term “menstruation” 
be employed. 

It is probably futile to belabor such ques- 
tions of definition, but to my mind the 
above definition is a totally unwarranted 
limitation of the term “menstruation,” 
which has always referred to periodic phy- 
siologic uterine bleeding, regardless of its 
hormonal mechanism. For that matter, the 
term was employed centuries before we 
had the slightest conception of its mecha- 
nism, long before hormones were thought 
of, and long before ovulation was known 
to be in any way related to menstruation. 
In those early days, menstruation was 
thought of simply as a periodic purging of 
the woman’s blood, the purpose of which 
was to rid her of supposedly unclean and 
noxious principles. It is in this sense that the 
word “menstruous” is used a number of 
times in the Bible. Why should a term of 
such ancient vintage now be restricted to 
one particular hormonal type, even grant- 
ing that this is by far the most common? 
One might almost as well argue that the 
term “childbirth” should be applied only 
when the baby is born by the common 
vertex mechanism, but not when an un- 
usual or abnormal mechanism is involved, 
as with a breech or face presentation. 

To emphasize how menstruation and 








ovulation, which characteristically proceed 
hand in hand, may in a minority of cases 
diverge, let us review briefly the develop- 
ment of menstrual function in the individ- 
ual woman. On the basis of both histologic 
and hormonal studies it is known that a cer- 
tain degree of follicle maturation and estro- 
genic function begins a considerable time, 
often several years, before the appearance 
of the first menstrual period. When estro- 
genic function reaches a sufficiently high 
point, the reciprocal influence upon the an- 
terior pituitary brings about periods of re- 
gression associated with periodic bleeding, 
often with no follicular rupture or corpus 
luteum formation. 


OVULATION IN THE YOUNG 


This is not mere speculation, for it is 
readily demonstrable by the histologic 
study of the endometrium in young girls. 
Menstruation in such cases may be more or 
less irregular for many months, but not in- 
frequently it appears at intervals of approx- 
imately four weeks, with a flow which in 
amount and duration is within normal lim- 
its. Opportunities for studying the endo- 
metrium in cases of this essentially normal 
variety are for obvious reasons not numer- 
ous, but I have encountered a sufficient 
number to convince myself that essentially 
normal menstruation may occur from an 
endometrium of the nonsecretory type. 

I believe that when such observations are 
multiplied they will reveal that in young 
patients anovulatory cycles are very com- 
mon, as has been shown to be the case in 
immature monkeys. Moreover, such studies 
will quite certainly bear out the recent ob- 
servations of Hisaw’ and his collaborators, 
as well as those which many of us have 
made on our human material, that bleeding 
can occur from almost any histologic type 
of endometrium. 

Circumstantial evidence along this line is 
to be found in the studies of Mikulicz and 
Knausch* upon primigravidas in the Berlin 
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Frauenklinik. These indicate that a consid- 
erable number of such young patients, 
though leading active and unprotected sex 
lives, failed to conceive for a considerable 
time, often several years, after the men- 
arche. Such studies are perhaps of limited 
scientific value, but they are strongly sug- 
gestive, in view of the definitely established 
occurrence of nonovulatory cycles in many 
young girls. 

On the other hand, there is no doubt that 
in many girls, probably the great majority, 
ovulation occurs from the first menstrual 
cycle, and that the very first menstrual 
bleeding is preceded by a first ovulation. 
That this must be true is indicated by the 
occasional occurrence of pregnancy before 
the appearance of menstruation. Further- 
more, the fact is further established by the 
finding of secretory endometrium in pre- 
menstrual biopsy in many young patients. 
It is futile at the present time to talk of the 
numerical frequency of ovulatory as com- 
pared with anovulatory cycles during this 
phase of life, or, for that matter, during any 
other phase. The simple fact is that a suf- 
ficient amount of accurate data is not yet 
available in the literature to justify any es- 
timates on this point. It does seem clear, 
however, that either ovulatory or anovu- 
latory cycles may occur during early men- 
strual life, and that in any one patient some 
cycles may be ovulatory and some anovu- 
latory. 

Why do some girls ovulate and others 
not? The answer to this question would at 
once convey the answer to the query as to 
what causes ovulation. The riddle is still 
locked up in the anterior pituitary, though 
definite progress has been made toward its 
solution. It seems to have been definitely 
established that rupture of the follicle alone 
is not sufficient to ensure luteinization, 
which can occur only if the follicle-ripen- 
ing process has advanced to a sufficient 
level. 

The factors determining the release from 
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the pituitary of the luteinizing fraction, 
which seems to be indispensable for ovula- 
tion, are not clear. As I have already men- 
tioned, a sufficient degree of priming with 
the follicle-ripening hormone is apparently 
not the only essential factor, in view of the 
failure of ovulation in the most common 
type of functional bleeding, that in which 
the follicle persists unruptured, though 
functionally overactive. And yet, as we 
shall see, the use of anterior pituitary-like 
principles especially rich in the follicle- 
ripening factors has been suggested to in- 
duce ovulation in nonovulating women. 
Various theories as to the interplay be- 
tween the pituitary and ovarian sex hor- 
mones have been suggested, but as yet the 
exact motivating force behind ovulation is 
a mystery. 

As we approach the end of menstrual 
life, divergence of menstruation and ovula- 
tion is again frequently noted. On this 
point it is easily possible to secure definite 
evidence by the simple method of premen- 
strual or menstrual endometrial biopsy, as I 
have discussed in several previous papers.’ 
Here again it is impossible to speak of the 
numerical incidence of anovulatory cycles, 
though the now numerous reports on this 
subject leave no doubt as to their compara- 
tive frequency. It is now fully justified to 
say that while probably the great majority 
of women ovulate until the end of men- 
strual life, and sometimes beyond, there are 
not a few in whom the cycle becomes ano- 
vulatory for a variable time before its ces- 
sation. It also is true that in many women 
some cycles are ovulatory and some non- 
ovulatory, a fact which must be remember- 
ed in evaluating the results of any method 
of treatment aiming to induce ovulation. 


RELATION TO STERILITY 


Between the two extremes of menstrual 
life, and therefore during the greater por- 
tion of reproductive life, there can be no 
doubt that the overwhelming majority of 
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cycles are of the characteristic ovulatory 
type, but even here one finds not infre- 
quent exceptions. It is only when these are 
intensively searched for that they are re- 
vealed, and the stimulus for such a search 
is commonly an effort to find an explana- 
tion for the cause of sterility in cases in 
which all other factors are apparently pos- 
sible of elimination. 

I have studiously abjured statistics in this 
discussion, for the study of anovulatory 
cycles in women at any age has been based 
chiefly upon the study of that small pro- 
portion of women who have been subjected 
to intensive study because of sterility of 
obscure causation. Such studies cannot give 
a true picture of the incidence of this type 
of cycle among women in general. Even in 
our sterility cases, only a small subdivision 
call for study along this line, for in the 
great majority some other and perhaps very 
obvious cause is revealed, for example, de- 
ficiency in the male partner, tubal closure 
or definite endocrinopathies, to mention 
only the most important. 

In private practice I have encountered, in 
the past three years, 39 cases of sterility of 
this obscure type, among a total of 142 
cases of all types, in which all the more 
common factors could apparently be elimi- 
nated. This high proportion is to be ex- 
plained by the fact that a great many of 
these patients had been previously studied 
elsewhere, and the more obvious factors, 
such as male sterility and tubal nonpatency, 
eliminated. In 19 of the 39 cases endome- 
trial biopsy performed a few days before 
menstruation revealed a nonsecretory type 
of endometrium, showing degrees of pro- 
liferative activity varying between an early 
interval phase at one extreme and a marked 
Swiss-cheese type of hyperplasia at the oth- 
er. Some degree of endometrial hyperplasia 
was the most common picture encountered, 
being found in 11 of the cases. In all these 
cases menstruation was normal or approxi- 
mately normal, though some showed a tend- 





ency to irregular tempo, and in some the 
menstrual amount was above the average, 
though not pathologic in the clinical sense. 

The ages of these patients varied be- 
tween twenty-two and forty-three. Of 10 
patients between twenty and twenty-five 
years old 4 showed nonovulatory cycles; 
the same finding was noted in 4 of 11 be- 
tween twenty-five and thirty; in 3 of 7 
between thirty and thirty-five; in 4 of 6 
between thirty-five and forty; and in 4 of 
5 between forty and forty-five. One thus 
gets the impression that failure of ovulation 
is to be borne in mind as a possible cause of 
sterility, especially in women who are ap- 
proaching middle life, though it may occur 
at any age. 

Sterility in women at a late phase of 
menstrual life is not by any means an in- 
frequent problem, not only because of the 
frequency of late marriages, but also be- 
cause in voluntarily one-child marriages 
another child is wished for before the 
menopause, not infrequently because of the 
death of the first. A number of patients of 
this type are included in the group men- 
tioned above. 

It is not often practical, nor is it usually 
advisable, in the case of women anxious to 
conceive, to perform endometrial biopsy 
repeatedly, because of the great danger of 
destroying the patient’s chances for the par- 
ticular cycle, should an ovum have been 
given off and been fertilized. However, 
from the study of a number of patients on 
whom I have had opportunity to make such 
biopsies at intervals, I believe there are 
some who ovulate with some cycles and 
not with others, but that more frequently 
ovulation is likely to be completely in abey- 
ance for considerable periods of time, just 
as it is in the case of the common type of 
functional bleeding. The fact that nonovu- 
lation may be a sporadic occurrence, how- 
ever, should make us very conservative in 
the evaluation of therapeutic measures for 
this condition. 
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THERAPY 


Even when absence of ovulation is estab- 
lished as the probable cause of sterility, not 
a great deal can as yet be offered to the pa- 
tient by way of correcting the defect. Our 
ignorance of the exact hormonal factors 
concerned in ovulation explains our pres- 
ent-day floundering in this particular field 
of organotherapy, as in so many others. 
Patients of this group characteristically ex- 
hibit no other evidences of endocrinopathy 
and are usually in good general health. In 
spite of this, small doses of thyroid are 
commonly used on more or less empiric 
grounds. 

In an effort to induce ovulation, various 
methods have been used. Among these has 
been the administration of pregnancy-urine 
preparations, in the hope that, as in the rab- 
bit, these might bring about rupture of the 
follicles, a hope which has not been ful- 
filled. This is not surprising in view of the 
wide species differences exhibited in this as 
in other endocrine processes. Only Biittner‘ 
seems to have noted any histologic effect 
upon the endometrium following the use 
of pregnancy-urine preparations, combined 
in some cases with transfused pregnancy 
blood; he reports secretory changes in a 
large proportion (12 of 16), an observation 
not supported by others. The administra- 
tion of a single large dose of estrogenic hor- 
mone is believed by some to promote ovu- 
lation. 

More recently a good many clinics have 
been experimenting with the use of the gon- 
adotropic principles found in high concen- 
tration in the blood serum of pregnant 
mares at a certain phase of pregnancy, and 
especially rich in the follicle-ripening hor- 
mone, as first demonstrated by Cole and 
Hart® in 1930. There is considerable evi- 
dence that in such animals as sheep and 
sows, ovulation is stimulated by this prin- 
ciple and fecundity increased. As yet, how- 
ever, we know very little as to the effects 


upon the human ovary, which may respond 
very differently, if one may judge from the 
wide species differences in the ovarian re- 
sponse to most other gonadotropic sub- 
stances. 

A recent publication of Davis and Koff" 
represents a praiseworthy effort to study 
the problem in human patients, though the 
results can as yet be considered only sug- 
gestive. There are two obvious criticisms 
of this study as bearing on the possible arti- 
ficial induction of human ovulation. As the 
authors themselves say, the majority of their 
patients were probably having normal ovu- 
latory cycles, so that one would certainly 
hesitate in ascribing ovulation to the mare 
serum gonadotropic hormone which was 
injected intravenously. The results, there- 
fore, are far less impressive than if a group 
of patients had been available in whom the 
nonovulatory type of cycle could be as- 
sumed or demonstrated, for example, cases 
of periodic functional hemorrhage associ- 
ated with a nonsecretory type of endome- 
trium. It is of interest to note that 3 of the 
36 cases studied by Davis and Koff were 
actually of this type, and in none of these 
was any evidence of ovulation found after 
the gonadotropic injections. 

Equally cogent is the objection that must 
be faced by the authors in their interpre- 
tation of the age of the corpora lutea found 
in the ovaries of their patients, and in their 
concept of what constitutes evidence of 
recent ovulation. It is hazardous to base 
opinions on reproduced photomicrographs, 
but there will certainly be no general agree- 
ment as to the histologic interpretations of 
the illustrations offered by the authors as 
evidences of recent ovulation. For example, 
their Figure 2, labeled as “showing the gen- 
eral characteristics of a freshly ruptured 
follicle” and depicting a large corpus, with 
well-developed antrum partly filled with 
blood, and with what is apparently a well- 
formed convoluted lutein zone, would im- 
press many as representing a corpus a good 
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many days old, certainly much older than 
the period elapsing between injection and 
operation. Similar comments could be made 
on other illustrations. My only reason in 
mentioning this is to stress the uncertainties 
of conjectures as to the age of corpora lutea 
on the basis of gross, and to some extent 
also histologic, pictures. 

There are now many “physiologic-mind- 
ed” gynecologists who have accustomed 
themselves to careful inspection of the 
ovaries at operation, in correlation with the 
cyclical chronology of the patient. There 
are few, however, who would feel sure of 
themselves in recognizing mature follicles, 
which, in my experience, are much less 
conspicuous than many atretic follicles. The 
latter, indeed, are more likely to present 
prominently on the ovarian surface than 
mature follicles. Likewise, a very early 
corpus luteum is commonly entirely be- 
neath the surface of the ovary, as the study 
of histologic sections reveals. Its wall is 
characteristically crumpled and collapsed, 
the lumen often being a convoluted slit, 
though at times more open. In its earliest 
stages its wall is about as difficult to dis- 
tinguish from the wall of an unruptured 
mature follicle as is the predecidual endo- 
metrium of the nonpregnant woman from 
the earliest stages of genuine decidua. Mey- 
er and many others have described the 
characteristics of very early corpora, and 
the subject calls for no further elaboration 
here. 


RECENT STUDIES 


It is quite certain that within the next 
few years we shall have available much 
more information as to the effect of the 
gonadotropic substances of mare serum up- 
on both the ovulating and nonovulating 
human cycles, and as to whether or not it is 
of value in promoting ovulation in the lat- 
ter group of patients. Certainly the prob- 
lem calls for investigation, in view of our 
lack of other effective measures for this 


condition. The fact that in many nonovu- 
lating cases we are dealing with what we 
believe to be an already relative excess of 
the follicle-ripening hormone is confusing, 
but need not inhibit our efforts to deter- 
mine the effects of administering principles 
so dominantly follicle-ripening as the mare 
serum preparations. 

In actual practice one must base one’s 
impressions of the value or lack of value 
of this form of treatment upon other meth- 
ods than inspection of the ovaries. The oc- 
currence of pregnancy in previously non- 
ovulating patients would be of some value 
if it were observed with any degree of con- 
sistency following such treatment, but 
there is no evidence whatever on this point 
as yet. The demonstration of ovulation, by 
endometrial biopsy, in previously nonovu- 
lating patients would likewise have some 
value, though it could not be considered 
convincing, for reasons already indicated. 
The most valuable evidence would be the 
production of ovulation and normal men- 
struation in the group of cases in which 
failure of ovulation for long periods of time 
is so characteristic, viz., the functional 
bleeding cases. Here again we have no evi- 
dence of accomplishments as yet. 

In recently published studies on 104 non- 
ovulating monkeys, Hartman’ reports that 
the administration of the pregnant mare 
serum in various doses, often over many 
cycles, was followed by ovulation in only 
7. Even this small group of apparent suc- 
cesses is open to some doubt, because of the 
possibility of spontaneous ovulation. 

Finally, attention must be called to the 
valuable new approach made available 
through the work of Venning and Browne,’ 
who have shown that a reliable index of 
progesterone activity is obtained through 
the demonstration of pregnandiol in the 
urine. That the latter is an excretion prod- 
uct of the corpus luteum hormone now 
seems well established, and it seems certain 
that increasing use will be made of this 











method in the study of such conditions as 
endocrinopathic sterility and habitual abor- 
tion as well as functional bleeding. 


SUMMARY 


Abundant evidence of the relative fre- 
quency of anovulatory menstrual cycles is 
now available from endometrial biopsy 
studies. If the premenstrual biopsy shows 
an outspoken secretory endometrium, one 
may conclude that there is a corpus luteum 
in the ovary; if only a proliferative type of 
endometrium, it is justifiable to conclude 
that ovulation has not occurred. 

Demonstration of absence of ovulation 
in any one cycle does not necessarily mean 
that this is the characteristic type for the 
patient. Anovulatory cycles may be inter- 
spersed occasionally among the more char- 
acteristic ovulatory cycles. Also it is quite 
possible for ovulation to assert itself after 
a time, even without treatment. 

The anovulatory cycle is quite frequent 
in the very early years of menstrual life, 
and also in women approaching the meno- 
pausal epoch, though it may occur at any 
time during menstrual life. 

Thirty-nine cases of anovulatory sterility 
observed by the author are analyzed. 
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Endocrinology 


RESUME 
Le cycle non ovulatoire dans les femmes 


Des études sur des biopsies de |’éndom- 
étre on a maintenant des abondantes preuves 
de la rélative fréquence de cycles men- 
struels non ovulatoires. Si la biopsie pré- 
menstruelle démontre un éndométre claire- 
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ment sécrétoire, on peut conclure qu'il y 
a un corpus luteum dans l’ovaire, si au con- 
traire on trouve seulement un type d’én- 
dometre proliferatif on est justifié 4 con- 
clure qu'il n’y a pas été d’ovulation. La deé- 
monstration d’absence d’ovulation dans 
quelque cycle ne signifie pas nécessairement 
que ce-ci est un type characteristique pour 
cette particuli¢re personne. Des cyclés non 
ovulatoires peuvent étre entremélés parmi 
les plus characteristiques cycles ovulatoires. 
C’est aussi possible que l’ovulation s’établit 
par elle méme, aprés un certain temps, aussi 
sans traitement. Le cycle non ovulatoire est 
assez fréquent dans les premi¢res années de 
la vie menstruelle, et aussi dans les femmes 
qui approchent la menopause, bien qu’il 
peut se présenter dans chaque période de la 
vie menstruelle. 39 cas de stérilité non ovu- 
latoire observés par l’auteur sont ici anal- 
isés. 


ZUSAMMENFASSUNG 
Der anovulatorische Zyklus bei Frauen 


Fs liegt heute reichlicher Beweis, fiir die 
relative Haufigkeit von anovulatorischen 
menstruellen Zyklen, vor, durch Studien 
endometrialer Probeexzisionen. Wenn die 
premenstruelle Probeexzision ein ausge- 
sprochen sekretorisches Endometrium zeigt, 
so darf man daraus schliessen, dass im Ovari- 
um sich ein Corpus luteum befindet; wenn 
nur ein proliferativer Typ von Endome- 
trium, ist es gerechtfertigt anzunehmen dass 
eine Ovulation nicht stattgefunden hat. 

Der Beweis einer Abwesenheit von Ovu- 
lation in irgend einem Zyklus heisst nicht 
unbedingt, dass das der charakteristische 
Typ fiir diesen Patienten ist. Anovulator- 
ische Zyklen kénnen fallweise zwischen die 
mehr charakteristischen ovulatorischen 
Zyklen, eingestreut sein. Auch ist es durch- 
aus méglich, dass Ovulation sich nach eini- 
ger Zeit, sogar ohne Behandlung, geltend 
macht. . 

Der anovulatorische Zyklus ist in den 
friihesten Jahren des menstruellen Lebens 
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sehr haufig und auch bei Frauen die sich 
der Zeit der Menopause nahern, obwohl er 
jederzeit wihrend des menstruellen Lebens 
auftreten kann. 

Neun- und-dreissig Falle von anovula- 
torischer Sterilitat wurden vom Autor beo- 
bachtet und analysiert. 


SUMARIO 
El ciclo anovulatorio en la mujer 


Una evidencia abundante de la relativa 
frecuencia del ciclo mestrual anovulatorio es 
ahora posible mediante los estudios de biop- 
sias del endometrio. Si la biopsia premes- 
trual demuestra una franca secrecién del 
endometrio, puede concluirse que hay un 
corpus luteum en el ovario; si solamente un 
endometrio proliferativo es justificable con- 
cluir que la ovulaci6n no ocurre. 

La demostracién de ausencia de la ovula- 
cidn en uno de los ciclos, no indicaria el 
tipo de ciclo mestrual anovulatorio. Ciclos 
anovulatorios pueden ocurrir ocasional- 
mente entre los demas ciclos avulatorios 
caracteristicos. Tambien es perfectamente 
posible que la ovulacién puede mantenerse 
algun tiempo, atin sin tratamiento. 

EF] ciclo anovulatorio es muy frecuente 
en los primeros afos de la vida mestrual y 
tambien en mujeres que se aproximan a la 
época de la menopausia, aunque puede tam- 
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bien presentarse en cualquier tiempo de la 
vida mestrual. Treinta y nueve casos de 
esterilidad por anovulacion fueron estudia- 
dos y analizados por el autor. 


RIASSUNTO 
Il ciclo non ovulatorio nelle donne 


Da studi su biopsie dell’endometrio si 
hanno adesso abbondanti prove della rela- 
tiva frequenza di cicli mestruali non ovu- 
latorii. Se la biopsia premestruale dimostra 
un endometrio chiaramente secernente, si 
pud concludere che c’é un corpo luteo 
nell’ovaio, se invece si trova solamente un 
tipo di endometrio proliferante, € giusti- 
ficata la conclusione che non vi € stata 
ovulazione. I] dimostrare assenza di ovula- 
zione in qualche ciclo non significa neces- 
sariamente che questo sia un tipo caratter- 
istico per quella persona. Cichi non ovula- 
torli possono essere intramezzati tra 1 piu 
caratteristici cicli ovulatorii. Anche € pos- 
sibile che l’ovulazione si stabilisca da per 
sé dopo un certo tempo anche senza trat- 
tamento. II ciclo non ovulatorio é abbastan- 
za frequente nei primissimi anni della vita 
mestruale, e anche in donne che si avvi- 
cinano alla menopausa, benché possa av- 
venire in ogni periodo della vita mestruale. 
39 casi di sterilita per mancata ovulazione 
osservati dall’A. vengono analizzati. 
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HLEGMASIA alba dolens, as the 

term implies, is a painful white swell- 

ing. It is a disease sui generis, poorly 
understood by most surgeons and frequent- 
ly mistaken for thrombophlebitis, with which 
it has nothing in common pathologically, and 
very little clinically. It is not a disease re- 
stricted to the puerperal woman, in whom, 
it is true, it finds its most fertile field, but 
is common also in surgical ventures and in 
the field of medicine. 


DIAGNOSIS 


The disease can rarely be diagnosed cor- 
rectly at its inception, except when it is 
primarily on the skin surface. In the vast 
majority of cases, however, it begins in the 
deeper tissues and reaches the surface only 
after a lapse of time. In this interval of ex- 
tension one can seldom be sure of its na- 
ture, though from the severity of the symp- 
toms one should be suspicious of the dis- 
ease process at work. In many of the more 
deeply seated cases the disease may never 
reach the surface. In such cases the diagno- 
sis, though psychologically certain, cannot 
be proved from evidence. 

There are one or two factors which mili- 
tate against a proper recognition of this dis- 
ease. The first is that unless the autopsist is 
made aware of the clinical diagnosis and 
the involved site, it may readily escape his 
observation, because so many of the signs 
disappear after death, in the same way as 
allergic edema disappears after death. The 
second reason is that very few patients die 
of phlegmasia, but live on, carrying the 
burden of pain and swollen parts. 





Phlegmasia, as stated above, finds its 
richest field in the puerperal woman. It is 
an insidious disease, born of a low-grade 
infection, characterized clinically by a low 
or afebrile temperature, exquisite local 
pain and local swellings due to lymphatic 
block. The fact that it runs a highly in- 
dividualized course in each case shows that 
it is a distinct disease entity, and that there- 
fore it must have a fixed and distinct etio- 
logical agency, which we are fairly certain 
is bacterial in nature. Behind the bacterial 
agent must be an individual and tissue sus- 
ceptibility. 

In obstetrics, the unsuspected, deep- 
seated, undiagnosed cases of phlegmasia 
greatly outnumber those that involve the 
body surface and therefore readily offer 
evidence of their true nature. These un- 
recognized cases are usually diagnosed years 
afterwards from the residue of signs, for 
phlegmasia is commonly a producer of per- 
manent signs, owing to the permanent 
block of the normal flow of body fluids 
through the lymphatics of the affected 
areas. 


“SILENT” PELVIC AREA 


The discovery of this pathology at a 
much later date than the existence of the 
active disease is usually accidental, because 
the commonest site of manifestation of the 
disease is the uterus, which is within the 
“silent area” of the pelvis, and therefore 
devoid of pain impressions. This would 
seem to belie the chief characteristic of the 
disease, namely, its painful character, but 
symptoms and pathology are two different 
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attributes, with little in common. Symp- 
toms are modified and governed by the lo- 
cality involved. Pathology is not so dis- 
criminating. Symptoms have a territoriality 
of character, pathology is universal and in- 
dependent. What is exquisitely painful in 
one area may be but a discomfort in anoth- 
er and quite symptom-free in still another. 
The difference is attributable to sensory 
nerve distribution, in which some organs 
are singularly deficient. Of these the -“si- 
lent area” of the pelvis, first described in 
my monograph on puerperal infections in 
1934, is an outstanding example. A descrip- 
tion of its characteristics and boundaries 
will be given here to facilitate an under- 
standing of the varied symptomatology of 
phlegmasia in pelvic involvement. 

The “silent area” of the genital tract 
comprises those tissues which are of Miil- 
lerian origin and which are bounded above 
by the peritoneal covering of the uterus 
and below by the hymen. It comprises the 
vagina, cervix, uterus and tubes. The lack 
of sensory nerves in this area is well known 
to every clinician. One may operate upon 
the vagina without anesthetic, one may 
transfix and cauterize the cervix and curette 
the uterus without great discomfort. Spas 
of involuntary muscle, as an expression of 
resentment, is usually the only subjective 
symptom elicited by these surgical proced- 
ures. The structures beyond these given 
limits are normally or highly sensitive, not- 
ably the hymen and all external to it, and 
the pelvic peritoneum. 

Armed with this knowledge, we are in 
a position to approach our subject with a 
better understanding. 


PUERPERAL PHLEGMASIA 


One of my colleagues, who has spent 
several years in London working with 
British authors upon the application of sul- 
fanilamide in streptococcic infections, stat- 
ed a few days ago that this drug would 
have been a much greater boon to human- 





ity had it been discovered a few years ago, 
when severe puerperal streptococcic sepsis 
was a scourge. T oday, with improved tech- 
nics and precaution, such cases are fortu- 
nately rare. 

The milder infections, however, are still 
all too frequent, and have not diminished 
appreciably. In these types sulfanilamide 
is singularly ineffective. An English author, 
discussing puerperal sepsis before the Brit- 
ish Medical Association, stated that since 
the introduction of the rubber glove and 
the improvement in operative technic, ma- 
jor puerperal sepsis had almost disappeared, 
but that minor and more lasting infections 
had not been appreciably diminished. 

Chief among these low-grade infections 
is phlegmasia. What is phlegmasia? To 
understand the disease in its varied symp- 
tomatology we must distinguish between 
uterine and extrauterine phlegmasia. Though 
the pathology is the same in the two sites, 
the symptom complex varies so extraordi- 
narily as to require this subdivision. 


UTERINE PHLEGMASIA 


This disease, commonly known in its 
late chronic state as chronic metritis, 
chronic cervicitis, chronic fibrosis uteri 
and arteriosclerotic uterus, is really a 
chronic arrested subinvolution of a puer- 
peral uterus, following either a full-term 
pregnancy or an abortion. An antecedent 
pregnancy is a necessary forerunner, and 
the arrest of the involution is caused by the 
phlegmasia which involves the puerperal 
tissues. I repeat, a pregnancy is a necessary 
antecedent—a sine qua non. The disease 
may follow certain operative procedures 
upon the nonpregnant uterus, but much 
more rarely. The succulence of pregnancy 
and the trauma and breach of tissue con- 
tinuity due to labor seem to be favorable 
for creating a soil conducive. to this condi- 
tion. The proper name for the disease is 
“chronic subinvolution.” 











PATHOLOGY 


Phlegmasia has taken on a new signifi- 
cance now that its pathology is understood. 
With the proper knowledge of its modus 
operandi, its frequency and wide distribu- 
tion have been appreciated and a new chap- 
ter in pelvic pathology has been written. 
Among the early obstetricians the term 
phlegmasia alba dolens was restricted to 
those cases of permanently enlarged, white, 
painful legs following | labor. We now 
know that the disease is a very frequent 
one, and that in the vast majority of cases 
it is restricted to the uterine wall, but may 
spread to involve any area of the body, 
either by direct lymphatic or by metastatic 
implantation, from the primary site. 

The disease is characterized by an infec- 
tion of the intimal lining of the lymph 
spaces and lymphatic channels. As a conse- 
quence, these intimal cells proliferate and 
fill the lymph openings, thereby causing a 
block in the flow and a damming back in 
the normal transportation channels. The 
permanence and degree of the swelling fol- 
lowing upon the lymph block of any area 
depend upon three factors: (1) the dura- 
tion of the block; (2) the size and site of 
the block; and (3) the (a) presence or 
(b) absence of a collateral compensatory 
lymph flow which (a) enables the re-estab- 
lishment of a quasinormal flow or (b) pre- 
vents a restitution. 

One can readily understand, for example, 
that a limb affected throughout its com- 
plete thickness at one level, so that a cross 
section through that area would show a 
complete block, could not establish a col- 
lateral lymph circulation. However, a limb 
similarly affected in only a segment of its 
tissues might readily cause a dilatation of 
the vessels of the unaffected segments and 


a compensatory acceleration of flow there-’ 


in which would negative the local block 
and prevent swelling of the limb. Of course, 
the advent of edema in the affected limb 
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would be determined at any moment by 
the upset in this balance between involved 
and noninvolved segments in the affected 
area. 

The condition is somewhat similar to 
swelling of the arm after a radical breast 
amputation. Whether the normal lymph 
flow could be taken care of by the intact 
segment of the arm would likewise depend 
upon how much of the upper arm lymph 
channels were removed by the operation. 
It is easily conceivable that in areas other 
than limbs the back pressure effect due to 
a block would be negligible, unless the ma- 
jor part of the whole thickness of the body 
was simultaneously involved in a severe 
phlegmasia. 

If the disease is not short-lived, the mul- 
tiplied embryonal cells filling the lymph 
spaces and channels become fixed cells and 
the lymph block becomes more or less per- 
manent. If the disease process finds a less 
favorable soil, the infection is soon over- 
come and absorption of the abnormal cellu- 
lar growth becomes more or less complete, 
so that restoration to a normal or quasinor- 
mal status may follow. As in all infections, 
the cellular susceptibility of the patient to 
this specific infection, plus the local trauma, 
determines the duration, chronicity, acute- 
ness, intoxication and the multiple other 
characters of the disease. But chief among 
these properties are the duration and ex- 
tent of the disease. 


INVOLUTION RATE OF UTERUS 


Not only does the pathology imply a 
blockage in the lymph flow, but as a 
secondary consequence there follows a 
“block” in the normal involution rate of the 
uterus. Incomplete uterine involution may 
be of any degree, from the clinically inap- 
preciable to the most abnormally large 
uterus. For example, if a patient is seized 
with an acute lobar pneumonia shortly af- 
ter labor, the individual’s reserve is so tak- 
en up with combating the pneumonia that 
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the uterus remains in a state of complete 
arrest of involution until such time as the 
pneumonic process is overcome. Then, and 
then only, may the involution resume its 
course. This is the extreme, of course. 
There are all degrees of that arrest, some of 
short, others of long duration. Upon these 
factors depends the amount of residual path- 
ology after immunity has been acquired. 
In a monograph entitled “Vitreous De- 
generation of Elastica and Involution of the 
Puerperal Uterus,” it was pointed out by 
the author that the uterus immediately after 
labor weighs, on an average, 1,000 grams. 
The normal nonpregnant uterus varies 
from 60 to 90 grams. We therefore assume 
that the puerperal uterus has to destroy 
approximately goo grams of superfluous 
tissue to a state of liquefaction, to permit 
absorption. For this involution to be nor- 
mal, it must proceed at a definite rate of 
destruction; otherwise the uterus will be 
burdened with permanent redundancies. 
Involution begins immediately after de- 
livery, and no one will hazard an opinion 
as to when it is completed. There are so 
many factors which may retard or accel- 
erate the normal rate that normalcy seems 
to be in the minority. It was shown by the 
author in the above-quoted monograph that 
practically every postpartum uterus carries 
within its walls for all time the residua of 
the hypertrophy that took place during 
the pregnancy. Most of these redundancies 
are remnants of the fibrous and elastic tis- 
sues about the larger blood vessels, especial- 
ly in the subplacental area. Of 384 uteri of 
parous women studied at autopsy, only one 
had a completely normal involution. She 
was a young girl of glowing health in the 
early twenties, who had borne a child one 
year previously, and had died an acciden- 
tal sudden death. This, the only uterus 
in which I could not find signs of incom- 
plete involution, exhibited a complete resti- 
tution to the virginal status, so complete as 
to defy detection of parity. 





Among the factors which may enter to 
retard the normal rate of involution and 
render it correspondingly incomplete, are 
rapid multiparity, postmaturity as regards 
years and tissue age, poor health and hor- 
monal dyscrasias, notably hypopituitarism, 
hypothyroidism and hypo-ovarianism. But 
chief of all factors, both as regards the 
number of cases affected and as regards per- 
manence of effects, are the infections; and 
chief among these is chronic subinvolution, 
so-called chronic metritis. 


LOW-GRADE PHLEGMASIC INFECTIONS 


The chief attributes of these infections 
are tenacity, persistence and a low-grade 
type of infection whose toxic and bacterial 
influences are purely local, without awak- 
ening the body’s reactive immunizing 
agents. Such organisms are those usually 
found in diseased mucous membranes. 
They have already, before their incursion 
into the deeper tissues after labor, establish- 
ed a partial symbiosis between the host and 
the uninvited guest. After the traumatism 
of labor, the guest infection assumes the as- 
cendant for the time being, and a new 
symbiotic balance has to be re-established, 
with the infection’s having advanced its 
boundaries to a variable distance from its 
primary locus of implantation. 

Most of these infections are endogenous 
mucous membrane diseases, antedating the 
labor, and stimulated into aggression by the 
succulence, trauma and denudation of la- 
bor. That is why they have not numerical- 
ly declined pari passu with the severe puer- 
peral infections; the latter are introduced 
from without, and the glove and improved 
technics now almost wholly protect pa- 
tients from the numerous extraneous sources 
of infection. It is not my intention to slight 
the responsibility of the accoucheur in de- 
veloping as perfect a technic as the pelvic 
outlet permits; rather it is my wish to en- 
visage infections in as true and clear a man- 
ner as possible. 














Nor is it my wish to convey the impres- 
sion that all these low-grade infections are 
of the phlegmasic type. In my work upon 
thrombophlebitis, I stated that it is an in- 
teresting factor that all the metastases of 
thrombophlebitis are thrombophlebitic in 
character. I do not include embolism, which 
is purely a mechanical accident. And my 
argument is that the organism which causes 
a thrombophlebitis has a certain specificity, 
due to soil and food—a specificity which 
causes it to choose for its secondary metas- 
tases tissues similar to the tissue of its pri- 
mary implantation. They thrive on that 
upon which they live and develop specific 
tastes. Now, affinity between microbes and 
specific tissues constitutes the very basis of 
specific disease, and the predilection of a 
certain microbe for a certain tissue is as 
specific as any natural selection. 

The popular concept in the profession 
is that a microbe which gains access to the 
blood stream at once seizes upon the first 
contact to “dig in.” Nothing is farther 
from the truth. Organisms may float about 
in the blood stream indefinitely without 
ever localizing. Such cases are septicemic 
invasions; as with any other tissue, the 
blood stream may be the specific medium 
of that organism. Or the organism may in- 
nocuously float about in the stream, waiting 
to locate in a special tissue which may be 
the only tissue suitable to that specific or- 
ganism. Need I mention anterior poliomye- 
litis, pneumonia and typhoid, which are 
all septicemias before they become local- 
ized? So we come to the generalization that 
microbic selectivity and tissue affinity are 
at the very basis of this question of disease 
specificity. 

As stated above, the pathologic charac- 
teristics of phlegmasia are lymph channel 
occlusion by proliferation of the intimal 
lining of the spaces and vessels and a back 
pressure in the affected area. The involve- 
ment of the nerve sheaths and nerve trunks 
seems to be the determining factor in the 








PHLEGMASIA ALBA DOLENS 129 


production of pain. When the uterus be- 
comes infected the whole uterine body 
either is infected or becomes a victim of 
the consequent subinvolution. The disease 
is usually subacute at first, and markedly 
persistent; consequently, the involution is 
never resumed, as would be the case after 
any acute infection which established com- 
plete immunity. The end of phlegmasic in- 
fection is commonly a compromise between 
the host and the infection. Owing to the 
insensitiveness of the uterus and cervix, and 
to the absence of fever, there is a paucity 
of determining symptoms, and the condi- 
tion frequently passes unnoticed, except for 
a slowing up in the normal rate of involu- 
tion as indicated by the height of the fun- 
dus upon the abdominal wall. 


CERVICAL SUSCEPTIBILITY 


The cervix, which is more traumatized 
than the uterine body, probably is the 
starting point of the infection. There are 
many reasons for this assumption. In a 
paper read by invitation in Rochester, New 
York, I pointed out that in any ascending 
infection in the genital tract there are wide 
variations in the susceptibilities of the dif- 
ferent parts of the genital canal. In a broad 
sense the uterine mucosa is much less sus- 
ceptible to infection than are the cervix 
and tubes. The explanation has been ad- 
vanced that this is due to lack of drainage 
facilities. That, of course, may be true of 
the tubes, but it does not apply to the cer- 
vix. No, the reason is found in the fixity of 
tissue. The uterine mucosa is in a constant 
state of flux, regularly casting off the inner 
third of its lining at menstruation and re- 
newing its tissues. Tissues which renew 
their embryonal state so readily are more or 
less permanently embryonal, and have a 
heightened immunity. 

On the other hand, the cervix has a fixed 
mucosa; it is undermined by numerous 
racemose glands—perfect harbingers of in- 
fection. It is the common seat of chronic 
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mucosal disease, endocervicitis, with polypi 
and ectropion—diseases due to numerous sub- 
acute microbes which require only the con- 
dition attending upon pregnancy and labor 
to enhance their aggression until antidotes 
again place them under restraint. It is as- 
sumed, therefore, that the cervix, like the 
human throat, is the natural hotbed of these 
subacute and chronic infections. 

Let me point out that the vast majority 
of chronic diseases, whether local or gen- 
eral, are of primary mucosal origin. In a 
paper read before the American Gyneco- 
logical Society, entitled “Total Versus Sub- 
total Hysterectomy,” it was pointed out 
that thrombophlebitis is three times more 
common in subtotal hysterectomies than in 
total, owing to the residual diseased cervi- 
cal mucosa which is the point of invasion 
for the infection. It was also pointed out 
that chronic mucosal disease is the primary 
cause of infection in nearly all cases of 
thrombophlebitis. In a previous paper, I 
dubbed the cervix “the pelvic tonsil.” 

Now we accuse the diseased cervical 
mucosa as the chief criminal agent in the 
development of a diffuse chronic subinvo- 
lution. It is well known that the cervix 
undergoes a great hypertrophy during 
pregnancy; that it involutes during the 
puerperium; that its mucosa is traumatized, 
torn and ecchymotic after labor; and one 
marvels, upon inspection after labor, that 
tissues so damaged can return to a quasinor- 
mal state. But we know that when a wom- 
an is lying supine after labor she is draining 
her vagina at an angle of 35°. As a conse- 
quence, the damaged cervix lies in a cess- 
pool of lochia, from which, forty-eight to 
seventy-two hours after labor, I have culti- 
vated as many as eleven different strains of 
organisms. The consequence? At first, sub- 
acute disease, dying down into a chronic 
state. That is the reason why 60 per cent 
of parous women have an endocervicitis. 
This was demonstrated years ago by Wise- 
man and myself in a series of cases. In the 





initial stage of subinvolution the uterus is 
soft and tender. After many months or years 
the uterus becomes hard and globular, ow- 
ing to crystallization of embryonic cells in- 
to adult connective tissue. 


DELAYED DIAGNOSIS 


Phlegmasia of the uterus and cervix is an 
insidious disease. It is seldom diagnosed at 
its inception. It is usually diagnosed years 
afterwards upon bimanual examination 
undertaken for other causes. The uterus is 
then discovered to be symmetrically en- 
larged, globular and tender. The mobility 
of the organ may or may not be impaired, 
depending upon whether the phlegmasia 
had extended beyond the confines of the 
uterine wall. The cervix, as a rule, is simi- 
larly diseased in a condition of chronic 
cervicitis; that is, the cervix is larger than 
normal, sometimes filling the whole vault. 
It is hard, and sessile nodules, due to num- 
erous nabothian cysts, cover the portio. 
The cervical condition is a very good indi- 
cation of the condition of the superimposed 
uterus. It is rare that we find a uterine in- 
volvement without cervical participation, 
and the converse is equally true. 

As stated above, the condition is usually 
discovered, often years after its inception, 
when a bimanual examination is undertak- 
en for other causes. In past years, when 
chronic metritis was discovered in the 
course of examination for menorrhagia or 
metrorrhagia, the bleeding was always at- 
tributed to the uterine pathology. But this 
is not logical. Chronic metritis is seldom or 
ever the cause of bleeding, because the 
uterine disease may have been present si- 
lently for years before the bleeding began. 
So we must seek farther for the cause of 
the hemorrhage, and not operate to arrest 
this sign. Naturally, hysterectomy will stop 
the bleeding, but hysterectomy is a con- 
fession of defeat. Chronic metritis per se 
does not produce any symptom except oc- 
casionally a feeling of weight in the pelvis, 

















and abdominal discomfort after intercourse; 
but even these are so variable in the large 
number of cases of chronic metritis that the 
association may be merely accidental. Ster- 
ility is the rule, but again there are excep- 
tions. If the disease has not been diagnosed 
before conception, it becomes increasingly 
more difficult to do so as the pregnancy ad- 
vances into the second and third month, 
and quite impossible after that. 

Chronic metritis is frequently associated 
with endometriosis in the second and third 
decades, and with endometriosis and fi- 
broids in the third and fourth decades— 
complications which render the true char- 
acter of the uterine enlargement difficult to 
detect, except that the cervical lesion under 
these complications still retains the charac- 
ter of chronic cervicitis (not endocervici- 
tis), which gives an unfailing clue to the 

rimary uterine condition. I would like to 
add the following, that a uterus which is in- 
fected by any ascending infection will not 
appreciably enlarge, unless the infection is 
implanted upon labor, whether full term or 
an abortion. This angle of the subject is 
dealt with at some length by the writer in 
association with Drs. Altimas and Ayre, 
under the title of “Chronic Permanent En- 
largement of the Uterus.” 


EXTRAUTERINE PHLEGMASIA 


If phlegmasia of the uterus and cervix is 
a symptom-free disease when confined to 
these organs, this is not true of extrauterine 
extensions of the disease. Extension of the 
disease may be direct, through continuity 
of the lymphatic chains, or it may be by 
the blood stream, causing widespread iso- 
lated metastases. Though the vast majority 
of cases arise out of infected labors, yet any 
surgical intervention that involves a dis- 
eased mucous membrane may be the start- 
ing point for either of these two forms of 
extension. So the description of the pelvic 
extensions will apply to other areas which 
have been the starting point of the disease. 
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Phlegmasia, starting from the uterus, 
may spread very slowly and involve, in a 
widespread manner, all the cellular tissues 
in which the uterus is imbedded, causing a 
diffuse parametritis, with exquisite pain lo- 
calized in the lower abdomen, and referred 
especially to the region of Poupart’s liga- 
ments, buttock or back. The pain is com- 
monly unilateral at first, and usually there 
is nothing in this region to indicate the na- 
ture of the disease. On bimanual examina- 
tion the vault of the vagina is found to be 
as hard as plaster, and the uterus is solidly 
fixed in the midst of it. Occasionally the 
spread is unilateral; one vault is then found 
free and the uterus is pushed over to the 
unaffected side. Occasionally, the pericer- 
vical tissues are chiefly involved, in which 
case the cervix is fixed, while the fundus 
retains some of its mobility. These types 
of extension cannot be differentiated from 
an ordinary nonphlegmasic “choked” pel- 
vis, except that the pain is usually out of 
all proportion to that normally found in 
cases of “choked” pelvis. 

Usually after a period of two days fol- 
lowing the severe pain in the region of Pou- 
part’s ligament, a swelling appears in this 
area. Unless one is acquainted with its char- 
acteristics, it is apt to escape notice. The 
skin in the region becomes parchment 
white, is hard to the touch, pits on pro-. 
longed pressure, is painful to the touch, has 
a slightly elevated margin at the unaffected, 
area, and the sweat glands become very dis- 
crete. Extension, however, may be through 
the great sacrosciatic notch, and a similar 
localization of pain simulating sciatica may 
precede for some days the characteristic 
surface signs. Extension may also be along 
the lumbar lymphatics, in which case pain 
will first be felt low down in the back. It 
will gradually rise higher with the spread 
of the disease, until the diaphragm, dia- 
phragmatic pleura and parietal pleura are 
involved, causing agonizing pain referred 
to these regions and to the shoulder of the 
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corresponding side. The true nature of 
these dorsal extensions may be in doubt 
for some time, unless the disease manifests 
itself on some surface. The diagnosis then 
becomes quite easy, and with recognition 
of its true nature there comes a sense of re- 
lief and security, because very few patients 
succumb to the disease, even when acute. 


LEG PHLEGMASIA 


The problem of leg phlegmasia is a very 
interesting and intricate one. If the primary 
focus is in the pelvis, the pain is felt in the 
region of the groin. A few days later the 
characteristic swelling of the skin appears. 
One must not infer that the skin alone is 
infected. This is but a surface extension of 
a deeper involvement that may affect only a 
segment of the leg at that region, or may 
spread to involve the whole depth and cir- 
cumference of the affected limb. 

Upon the extent of the leg involvement 
at any one level will depend the degree of 
lymph block and back pressure and corre- 
sponding swelling in the leg. If only a seg- 
ment of the leg’s depth and surface is af- 
fected, edema of the leg may never appear 
at all, or may be minimal. ‘he edema be- 
low the block is quite different from that 
of the block area. In the latter the tissues 
are hard and pit only on prolonged pres- 
sure, causing a great deal of pain, and the 
pitting remains tor a long time after pres- 
sure has been removed. In the edematous 
back pressure area there is no pain on pres- 
sure, pitting is easy and is quickly obliterat- 
ed. Naturally, in cases where only a seg- 
ment of the leg is blocked, the compensa- 
tory expansion of the lymphatics in the un- 
affected segments will prevent the accumu- 
lation of edema. When we realize, as phy- 
siologists tell us, that four-fifths of the plas- 
ma which is given off at the arterial end of 
a capillary is reabsorbed at the venous end 
of the same capillary, then only one-fifth 
of the tissue plasma must travel by the 
lymphatic system. Therefore, edema must 


be slow to accumulate. 

Consequently, we find frequent involve- 
ment of the thigh, even of a prolonged na- 
ture, without any evidences of edema of 
the leg. At times, one can note the advanc- 
ing edge of the disease as it progresses down 
the leg or up the abdominal wall. In one 
case the advancing margin was of a most 
delicate pink, not more than a quarter of 
an inch wide, whereas the rest of the af- 
fected area was of parchment whiteness. 
If the phlegmasia is of long duration, and 
has involved the thigh to a degree to cause 
edema, the pathologic embryonal channel 
cells become changed into adult fibrous tis- 
sue. The enlargement then becomes a per- 
manent disability, and the pain is also per- 
manent. On the other hand, resolution of 
the affected area is usually complete in the 
short-lived disease, and absorption of the 
stasis is inversely proportionate to the de- 
gree of organization that has taken place. 

One case that came under my observa- 
tion had been incapacitated in hospital by 
a “choked” pelvis for a period of four 
months. She came into my ward twelve 
years later with both legs swollen and as 
painful as aching teeth. She had never had 
any relief, and I could not offer her any 
hope of relief. 

When the extension travels through the 
sciatic notch, the pain simulates sciatica. 
Some days later the characteristic swelling 
appears and the diagnosis is no longer in 
doubt. From a limited area about the but- 
tock the disease may spread extrapelvically 
to involve the whole circumference and 
depth of the limb, with widespread edema. 
Ordinarily, however, the condition, having 
appeared through the relatively small aper- 
ture of the pelvic bone, remains more or 
less local in the fleshy buttock. 

Let me cite a recent case. I did a low 
transverse cesarian operation for inertia 
uteri after seventy-two hours of fruitless 
endeavor. On the fourteenth day after op- 
eration, the patient complained of severe 
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pain in the left lower abdomen, and on bi- 
manual examination a definite cellulitis was 
found in the broad ligament of that side. 
Four days later pain in the buttock became 
excruciating, requiring morphine in large 
doses. Two days later the characteristic 
hardness of the skin appeared and the but- 
tock became much larger than its opposite. 
Five days later the pain subsided, but not 
the swelling; now, six months later, the 
asymmetry remains with no discomfort to 
the patient except wounded pride. 


EXTENSION TO THE LUMBAR REGION 


Cases of extension to the lumbar region 
by the retroperitoneal route are rarely diag- 
nosed unless there is evidence of the dis- 
ease in more exposed places. But having seen 
a large number of these complicated cases 
in which the diagnosis is certain, one gets a 
mental picture of what is going on retro- 
peritoneally by the progress of the symp- 
toms. Let me illustrate my meaning by a 
very instructive case. You will note that 
phlegmasia, being a low-grade tenacious in- 
fection, is slow to manifest its symptoma- 


tology. 


CasE 1.—The patie: :, fourteen days after delivery, 
developed a pelvic pain so severe as to make one 
doubt that it was an ordinary type of infection. She 
had had but slight intermittent rises of temperature 
of a day or two, with intervals that were afebrile. 
On bimanual examination there was evidence of a 
widespread, hard pelvic cellulitis, which, by its char- 
acteristic “feel,” made me suspicious of phlegmasia. 
After four days of incessant pain, the characteristic 
swelling appeared in the left leg. The diagnosis was 
then certain. 

In two weeks the patient became afebrile and, as 
characteristic in these short-lived cases, the pain sub- 
sided. Two weeks later, owing to arduous house du- 
ties, she was seized with a crippling pain in the right 
lumbar region. Kidney complications were excluded 
and the true nature of the disease, by its antecedents 
and the severity of the pain, was suspected. Two days 
later the diaphragmatic pleura and peritoneum were 
involved; and the pain, simulating gallstone colic, 
was calmed only by huge doses of morphine. The 
characteristic swelling, preceded by exquisite tender- 
ness, appeared over the costolumbar region and lower 
ribs. The pain in the shoulder was so severe from in- 
volvement of the diaphragm that the patient had to 


be kept under narcotics all the time. Then the low tem- 


perature subsided and the symptoms and signs some- 
what abated. 

After five days of comparative comfort there was a 
recrudescence in the left lumbar region very similar 


to that of the right, though not so severe. Now, three 
years after this tenacious low-grade phlegmasia, the 
patient is a constant sufferer from severe backache. 
I know of no relief for this except injection of the 
region of the transverse processes with novocaine, as 
advocated by La Riche, though I think that La 
Riche, in advocating it for thrombophlebitis, made the 
mistake of confusing thrombophlebitis with cases of 
phlegmasia. The relief, though prompt, is temporary. 


CasE 2.—In another case of recent date, a patient, 
after a total hysterectomy for a very severe endocer- 
vicitis and an ectropion which converted the whole 
portio into a reddened, vascularized granular mass, 
had a phlegmasia develop on the twelfth day after 
operation, extending up the right loin, simulating 
renal colic. Its true character was detected one week 
later, when the parchment-like swelling appeared over 
the crest of the ilium on the affected side. The pain 
and low-grade temperature persisted for many weeks 
without further extension. Now, three months later, 
the patient is afflicted with a constant backache which 
I fear will be a permanent disability. 


METASTATIC PHLEGMASIA 


Metastatic phlegmasia is the most inter- 
esting and the least understood of all the 
manifestations of the disease. In the other 
cited cases the remote manifestations were 
all traceable by direct lymphatic extension 
from a primary focus. In this type the man- 
ifestations may be either by direct exten- 
sions or by remote metastases, which im- 
plies a blood-borne contamination—a sep- 
ticemia. Of this type I have seen four 
cases (see Cases 3-5 below). They were all 
complications of operations or deliveries. 


Case 3.—The first case was a subtotal hysterec- 
tomy with a diffuse inflammatory mischief about the 
appendages, which necessitated removal of both 
ovaries and tubes. The patient’s recovery was not 
smooth. She ran a low, smoldering temperature for 
two weeks and then suddenly developed severe pain in 
the groin with the characteristic skin lesion appear- 
ing three days later. A pelvic examination at this 
time revealed the hard cellulitic infiltration of phleg- 
masia. This has such highly individualized character- 
istics that, once recognized, it is seldom mistaken, In 
all other inflammatory disease there is a certain 
amount of movable tissue between the examining 
finger in the vault and the disease, whether it is 
parametritic or perimetritic. In the cases of phleg- 
masia, the examining finger in the affected vault 
seems to be in direct contact with the disease—owing, 
I think, to involvement of the vaginal wall itself in 
the specific skin infiltration. Five days later the pa- 
tient developed a characteristic lesion on the right 
arm, about six centimeters in diameter. It slowly 
disappeared, but was very painful for several days. 
Two days later she developed a similar patch over 
the right upper quadrant of the breast. Eventually, 
four weeks after establishing the diagnosis, the con- 
dition resolved without any residual symptoms. 
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Case 4.—The second observed case of metastatic 
phlegmasia developed after appendectomy for a badly 
infected, purulent appendicitis. It was noticed at the 
time that the mesoappendix was infiltrated and the 
ligatures cut through the fat on several occasions; 
bleeding was free. Ten days after operation there was 
still a smoldering temperature; intensely severe pain 
appeared in the calf of the left leg, in which a throm- 
bophlebitis was suspected. Two days later a charac- 
teristic patch appeared on the skin of the calf, two 
days later a similar patch at the base of the ‘neck, 
and a week later the involvement on the cheek, the 
parchment appearance and hardness involving most of 
that side of the face. Three days later the tempera- 
ture subsided and resolution became complete. 


Case 5.—I shall now give a detailed history of the 
fourth case of metastatic phlegmasia, omitting the third, 
which adds nothing new to what has already been de- 
scribed. This patient was a primipara of thirty-six 
years. She had a long but uneventful labor, ending in 
an episiotomy and forceps, as is my custom. She had 
a slight rise of temperature for the first two days, 
after which the temperature never rose above normal. 
Primary union and an uninterrupted recovery fol- 
lowed. She left for home on the seventeenth day. 
On the evening of her departure she had a rise of tem- 
perature to 101 F. of which I did not know until after- 
wards. Three days later I was called at 2 a.m. be- 
cause she was suffering agonizing pain in the right 
costolumbar angle. She was in a state of semishock. 
I suspected pyelitis or renal stone, catheterized her, 
took the urine to my office, centrifuged it and found 
it absolutely devoid of any trace of abnormal cellular 
elements. In the meantime I had given her a quarter 
grain of morphine. 

Upon my return there was no appreciable relief 
from it, or from the applied heat. The hypo was re- 
peated. Upon my return eight hours later I was wor- 
ried about her changed facies. The temperature reg- 
istered 102 F. and pulse 100. I had her transferred 
to the hospital. Upon examination the affected side 
was exquisitely tender to the touch and I suspected 
a grave herpes zoster. Five hours later, without let-up 
in the symptoms, I found a dry friction rub over the 
whole right base. Two days later there were a few 
crepitations in the right base and a blood-tinged mu- 
cous sputum, not that of pneumonia or of infarct. The 
pain continued for eight to ten days without interrup- 
tion, X-ray of the chest was negative. Then a severe 
pain developed in the left buttock and forty-eight 
hours later the characteristic swelling appeared in that 
region. Though the temperature had been slowly sub- 
siding, it rose again with the second metastasis. The 
swelling was very marked. Upon defervescence the 
right hip developed the same sequence of events. 
Later it appeared in the right groin, then in the left 
leg, and developed a series of symmetrical involve- 
ments of both sides of the body, in about correspond- 
ing sites. Ten days later the inside of the left thigh 
became swollen and tender all along Hunter’s canal, 
and one week later a similar development occurred on 
the right leg. 

With each accession of pain and new region of dis- 
ease there was a reappearance of temperature. At no 
time was there any appreciable swelling of the ankles 
or legs below the affected parts of the thighs. In all, 
the patient was in constant pain for over seven weeks, 
during which time she had to have narcotics in large 
doses, reinforced by barbiturates, as many as four or 
five times in twenty-four hours, I greatly feared a 





habit formation and tried to shift from one product 
to another. Then, on the fiftieth day, the temperature 
again reached normal and remained there, the pain 
subsided as if by magic and the problem was solved. 
She left the hospital after seven afebrile days, during 
the last three of which she had been up and beginning 
to walk. Today, after three weeks at home, the swell- 
ing has completely disappeared and she has only oc- 
casional twinges in the thighs. 

Presumably this case was a sequence of her delivery. 
Though the puerperium was completely afebrile, ex- 
cept for the first two days, yet the disease was active 
on the night of her first departure from the hospital, 
the seventeeth day postpartum. The patient is a grad- 
uate nurse, very stout and extremely high-strung, and 
though I tried to do bimanual on two occasions dur- 
ing the acute process, there was no cooperation, and 
her thick abdominal wall and tender thighs made the 
examination quite inconclusive. I omitted to mention 
that sulfanilamide, sulfapyridine and sulfathiazole had 
been used on different occasions, but they had to be 
discontinued, owing to their depressing effect upon the 
patient’s morale and digestive tract. No compensat- 
ing advantage was seen from their administration. 
The patient was transfused once without apparent ef- 
fect. Heat, in every possible form of application, 
seemed always the main source of relief and compara- 
tive comfort. 

Though the condition had no sign or symptom in 
the pelvis, yet it must be concluded because of the se- 
quence of events, that the condition was of puerperal 
origin. The lochia, perineal healing, involution, as far 
as one could judge, were all normal. The primary 
focus, if puerperal, must have been insignificant, and 
an invasion of the blood, as in the other cited cases, 
must have led to these numerous isolated metastases. 


CONCLUSIONS 


Phlegmasia is not easy to diagnose until 
its special surface lesions appear. Immedi- 
ately upon their appearance the special 
characteristics of the diseases are recognized, 
and there is comfort in the knowledge that 
the tragic accidents of a thrombophlebitis 
no longer threaten, and that death from 
phlegmasia is a very rare termination. There 
is, however, the fear of permanent disabil- 
ities; these are permanent swelling of a limb 
or a constant, wearing pain. It is quite in- 
explicable from our present knowledge of - 
this disease why, in some cases, the pain and 
swelling disappear suddenly upon a cessa- 
tion of the febrile state; and why, in other 
cases, the disease lingers on, ending in these 
distressing persistent disabilities. If I might 
venture an opinion upon this open subject, 
I should say that the outlook depends upon 
the acuteness or lack of it. It has been no- 
ticed that the febrile cases recover most 
completely. This, I think, is because the 











temperature is an indication of a general 
corporeal reaction, in which complete im- 
munity to the disease is acquired. On the 
other hand, in the subacute afebrile states 
a complete equilibrium is not established for 
a long time, and pathological conditions 
proceed slowly and progressively to a fibro- 
sis and to a-condition where absorption of 
the products of disease becomes impossible. 
This seems the only logical conclusion. 


SUMMARY 


Phlegmasia alba dolens is a common uter- 
ine disease. Its extensions beyond the con- 
fines of the uterus into the cellular tissues 
of the pelvis are moderately common. Ex- 
trapelvic extensions of the disease are rela- 
tively rare and are frequently mistaken for 
thrombophlebitis. The disease may extend 
by direct lymphatic spread or may become 
a metastasizing blood infection. 

Its chief antecedent is a puerperal infec- 
tion. It is thought that it takes its origin 
chiefly from a pre-existing mucous mem- 
brane catarrh, stimulated to greater activity 
by the trauma of labor. 

Patients seldom die of phlegmasia, though 
the symptoms of the active stage of the dis- 
ease are among the most distressing in the 
nosological table. The chief symptom is 
well-localized pain; the diagnostic sign is a 
characteristic solid edema of the skin over 
the affected area. Some of the afebrile 
chronic forms of the disease leave a patient 
with a constantly aching and swollen ex- 
tremity, a constant backache and a perma- 
nent disability. 
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RESUME 
Phlegmasia alba dolens 


La phlegmasia alba dolens est une mala- 
die utérine commune. Ses diffusions au dela 
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des confins de l’utérus dans le tissu céllulaire 
du bassin sont peu communes. Diffusions 
extrapleviques de la maladie sont rélative- 
ment rares et sont souvent prises pour des 
thrombophlebites. La maladie peut s’étendre 
par directe diffusion lymphatique ou elle 
peut devenir une infection du sang metas- 
tatisante. 

Elle est généralement précédée par une 
infection puerpérale. On pense qu’elle pren- 
ne sa source surtout d’un préexistent ca- 
tarrhe de la mucose, stimulé a une plus 
grande activité par le trauma du travail. Les 
malades rarement meurent pour la phleg- 
masia, bien que les symptomes de la période 
active de la maladie soient parmi les plus 
ingiétentes dans les tableaux nosologiques. 
Le principal symptome est la douleur bien 
localisée; le sign diagnostique est un charac- 
téristique oedeme solid de la peau dans la 
partie intéressée. Quelques-unes des formes 
chroniques afebriles de la maladie laissent 
le malade avec les extremités constamment 
douloureuses et enflées, avec une constante 
douleur au dos et une permanente disabilité. 


ZUSAMMENFASSUNG 
Phlegmasia Alba Dolens 


Phlegmasia alba dolens ist eine haufige 
uterine Erkrankung. Ihre Ausbreitung in 
das Zellengewebe des Beckens ausserhalb 
des Bereiches de Uterus, kommt miassig 
haufig vor. Ausdehnungen der Krankheit 
bis ausserhalb des Beckens sind relativ sel- 
ten und werden Ofters irrtiimlich fiir 
Thrombophlebitis gehalten. Die Krankheit 
kann sich auf dem direkten lymphatischen 
Wege ausbreiten, oder kann sich zu einer 
metastasierenden Blutinfektion entwickeln. 

Ihr haufigster Vorlaufer ist eine puer- 
perale Infektion. Es wird angenommen, 
dass sie hauptsachlich ihren Ursprung von 
einem pre-existierenden Katarrh der Sch- 
leimhaut nimmt, welcher durch das Trauma 
der Geburt zu grésserer Aktivitit angeregt 
wird. 

Phlegmasia geht selten letal fiir die Pa- 
tienten aus, obwohl die Symptome des ak- 




















136 


tiven Stadium der Erkrankung zu den 
qualvollsten in der Krankheitslehre ge- 
héren. Das Hauptsymptom ist genau loka- 
lisierter Schmerz; das diagnostische Zeichen 
ist ein charakteristisches hartes Oedem der 
Haut iiber der befallenen Region. Einige 
der afebrilen chronischen Formen dieser 
Eerkrankung verursachen einen dauernden 
Schmerz in einer angeschwollenen Extremi- 
tat, konstanten Riickenschmerz und dauern- 
de Arbeitsunfahigkeit. 


SUMARIO 
Flegmasia alba doleus 


La flegmasia alba doleus es originada por 
una enfermedad uterina. Su extensiédn de 
los confines del utero hacia los tejidos celu- 
lares de la pelvis no es muy comun. La ex- 
tensién extra-pélvica es relativamente rara 
y es frecuentemente equivocada con trom- 
boflebitis. Puede extenderse por via linfatica 
0 sanguinea en forma de metastasis. 

Su principal antecedente es una infeccion 
puerperal. ‘Toma su origen principalmente 
de una pre-existente membrana mucosa ca- 
tarral, estimulada a una mayor actividad por 
el trauma del porto. 

Los pacientes raramente mueren de fleg- 
masia; en la tabla nosoldgica los sintomas 
dolorosos son los que ocupan el principal 
lugar. El principal sintoma es un bien lo- 
calizado dolor; el signo diagndstico es un 
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caracteristico edema solido de la piel situado 
sobre el area afectada. Algunas de las formas 
cronicas son afebriles, las extremidades son 
dolorosas y edematosas, un constante dolor 
de espalda y una permanente incapacidad. 


RIASSUNTO 
Phlegmasia alba dolens 


La phlegmasia alba dolens é una malattia 
uterina comune. Le sue diffusioni al di 1a 
dei confini dell’utero nel tessuto cellulare 
della pelvi sono poco comuni. Diffusioni 
extrapelviche della malattia sono relativa- 
mente rare € sono spesso prese per trombo- 
flebiti. La malattia puo estendersi per diret- 
ta diffusione linfatica o puo diventare un’in- 
fezione del sangue metastatizzante. EF gen- 
eralmente preceduta da un’infezione puer- 
perale. Si pensa che prenda origine soprat- 
tutto da un preesistente catarro della muc- 
osa, stimolato a maggiore attivita dal trauma 
del parto. I malati raramente muoiono per la 
phlegmasia, benche i sintomi dello stadio 
attivo della malattia siano tra i piu inquie- 
tanti nei quadri nosologici. I] sintomo prin- 
cipale é il dolore ben localizzato; il segno 
diagnostico € un caratteristico edema solido 
della pelle sopra l’area colpita. Alcune delle 
forme croniche afebbrili della malattia las- 
ciano il paziente con le estremita costante- 
mente dolorose e gonfie, con uncostante do- 
lore al dorso e una permanente disabilita. 


INTERNATIONAL ASSEMBLY HEADQUARTERS 


Headquarters for the meeting of the International As- 


sembly of the International College of Surgeons, August 10 to 


14, 1941, will be at the Hotel Reforma, Mexico, D.F. Date 


of the meeting of the House of Delegates will be announced 


later. 














Endocrine Treatment of Masculine 





Hairgrowth in Women 


ERWIN O. STRASSMANN, M.D. 


HOUSTON, TEXAS 


MONG tthe secondary sexual char- 
acteristics the distribution and de- 
velopment of hair is one of the 

most important. Any disturbance, espec- 
ially in the direction of- opposite sex char- 
acteristics, causes self-consciousness and 
an inferiority complex. For this reason the 
art of substituting hair where it should be, 
and removing hair where it should not be, 
is as old as the history of mankind. Psy- 
chologically, the question is important be- 
cause hair development is an indicator of 
sex faculties. Normal hair indicates nor- 
mal glandular function and a normal hu- 
man being. Abnormal hair development 
indicates abnormal glandular function and 
some abnormality within the person. 

The gynecologist not infrequently sees 
women who display some kind of hyper- 
trichosis which tends toward the masculine 
side. In elderly women who are past the 
menopause a moderate mustache and beard 
are observed more frequently than in 
younger women who are still menstruating 
regularly. It is in this latter group that the 
appearance of hirsuties is often connected 
with some disturbance of the menstrual 
cycle, usually amenorrhea or oligomenor- 
rhea. Patients with heavy beard develop- 
ment are rare. This condition is usually 
based upon disturbances not only of the 
genital physiology, but of other endocrine 
glands as well. That must be the reason we 
find so little in the gynecological literature 
concerning masculine hairgrowth and its 
treatment by gynecological means. 


CASE REPORTS 


The first time I saw the influence of a 
strictly gynecological treatment upon mas- 
culine hair development was in a case of 
arrhenoblastoma* in 1929."" The surgical 
removal of the tumor by ovarectomy 
caused the falling out and complete disap- 
pearance of all hirsuties on various parts of 
the body, especially impressive on the face, 
since the patient had been forced to shave 
every other day before the operation. 

Then years later I encountered a case in 
which endocrine treatment for amenorrhea 
caused an unexpected fading out and dis- 
appearance of masculine hairgrowth. 


Case 1.—Miss E.B., 22 years, a beauty operator, 
unmarried, saw me for the first time September 3, 
1939. Her parents, two brothers and two sisters were 
living and well. One sister, 23 years old, was men- 
struating regularly ; the other was a child of 10 years. 
Patient’s general history was without significance. 

Menstrual history.—First menstrual period occur- 
zed at the age of 15. Since that time there had been 
only five more showings, altogether six menstrual 
periods in the course of seven years. There were only 
a few drops of blood each time. The last period oc- 
curred three years ago, with complete amenorrhea 
since. 

During the last four years there had been an in- 
creasing development of heavy dark hair on the upper 
lip, chin and cheeks, as well as on the arms, legs, chest 
and abdomen. The patient had used various depila- 
tories, hoping to remove the beard and mustache, For 
a full year electrolysis was applied. She received two 
series of sixteen injections to stimulate menstruation, 
but without results. Finally the presence of a mascu- 
linizing tumor was suspected, and the patient was told 
that an operation was indicated. 


*It might be of historic interest to note that in the discussion 


of this case, which I presented before the Gynecological So- 
ciety of Berlin, the term ‘‘arrhenoblastoma” was created, There 
was no term in existence at that time. I proposed the term 
“masculinoma” for this type of masculinizing tumor. Robert 
Meyer pointed out that this was a Latin word with a Greek 
ending and suggested the all-Greek ‘“arrhenoblastoma”  in- 
stead, which was accepted. 
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The complaints of the patient were mostly mental 
reactions resulting from her amenorrhea and mas- 
culine hairgrowth. She was self-conscious, depressed 
and felt handicapped in her work as a beauty opera- 
tor. She did not care to have dates, and did not like 
to be seen in daylight, when her beard showed up 
more than at night. 

Findings.—The patient was an obese female of 172 
pounds, 5 feet, 6 inches tall. Her basal metabolism 
was minus 22, resting pulse 72 per minute. A heavy, 
coarse beard and mustache were present. There was 
some dark hair around the nipples and midchest ; the up- 
per arms, forearms, thighs and calves were covered with 
dark hair. Escutcheon was of the male type; the voice 
was feminine. The breasts had little glandular tissue. 

The clitoris and labia were small, the vagina short, 
the uterus infantile (inner length 6 cm.), the cervix 
disproportionately long in comparison to the corpus. 
No tumor was palpable in the area of the adnexa. 

Diagnosis—Amenorrhea, genital infantilism with 
masculine hairgrowth. Andropituitary habitus. 

In order to find the actual cause of the above-men- 
tioned signs and symptoms, we had to take into con- 
sideration that we were dealing with: (1) an ovarian 
hypofunction, indicated by amenorrhea and _ infantile 
genitalia; (2) hypofunction of the anterior pituitary 
lobe, indicated by the patient’s weight, figure and lack 
of ovulation; (3) hypofunction of the thyroid, indi- 
cated by low basal metabolic rate. 

The possibility of an arrhenoblastoma was rather 
remote in spite of her masculine hairgrowth. The pa- 
tient treated in 1929°7 had demonstrated, besides a 
big ovarian tumor, masculine features, complete flat- 
ness of her breasts, disappearance of her other female 
fat deposits, enlargement of the clitoris and a mascu- 
line voice. The possibility of a Cushing’s syndrome 
was equally remote. There were no signs of osteoporo- 
sis, asthenia, plethora, hypertension or nephritis. The 
obesity had not been acquired rapidly, but over a 
period of several years. There were no local signs of 
a tumor of the anterior lobe of the pituitary or of the 
adrenal glands. The patient was physically well. 
There was no indication for surgery of any kind. We 
had to accept a diagnosis of constitutional type of 
polyglandular disturbance and hypofunction. 

Treatment.—The patient came primarily to have her 
menstrual period restored. As a result of our findings, 
our plan was to substitute the secretion of those 
glands which did not function sufficiently. In the first 
place she received the amount of follicular hormone 
and corpus luteum hormone required to build up the 
endometrial cycle, resulting in true menstruation. This 
amount we had previously experienced as sufficient in 
several cases of surgical castration, where the uterus 
was left, and in other forms of amenorrhea®. In ad- 
dition to these ovarian hormones, anterior pituitary 
hormone as recovered from pregnant mare’s serum 
was given to stimulate the ovaries, and finally desic- 
cated thyroid gland to increase the basal metabolic 
rate. 

Since I did not expect any results in regard to her 
hirsuties, I advised the patient to take needle dia- 
thermy for her facial hair. This is an external proced- 
ure which seems to be safer than any other hair-re- 
moving treatment and with longer-lasting results. The 
electrical removal of each individual hair, combined 
with permanent destruction of the roots, requires 
much time and patience. 

Since the patient took a vacation for the purpose 
of these various treatments, we also put her on a re- 


ducing -diet combined with exercise and rest periods. 

Beginning September 18, 1939, she received on al- 
ternating days equine gonadotropins and_ estradiol 
benzoate (six intramuscular injections of 200 L.U., 
totaling 1,200 I.U. gonadotropins, and five intramus- 
cular injections of 10,000 R.U.=100,000 I.U., totaling 
500,000 I.U. of estradiol benzoate). Beginning Oc- 
tober 2 (during the third week) she received on five 
consecutive days five intramuscular injections of 5 
mg. progesterone, totaling 25 mg. 

On October 9, the twenty-second day after treat- 
ment was initiated, the menstrual flow commenced, 
lasting five days and requiring twenty-two pads, This 
was the first menstruation after three years of 
amenorrhea. 

The second course of injections was given from 
October 13 to 24, 1939. The same amount of 1,200 
1.U. of gonadotropins was used, but the amount of 
estradiol benzoate was reduced to 300,000 I.U. No 
progesterone was added this time. The menstrual flow 
started on November 2, the twenty-fourth day after 
the first injection, lastifig four days and requiring 
eight pads. 

That it was possible to establish menstruation with 
the amount of hormones injected was to be expected, 
but another change occurred which we did not expect. 

After the first week of treatment the facial hair, 
as well as the hair on the chest and thighs, started to 
lose its strength and color. It could be easily pulled 
out with tweezers, while previously this procedure 
met certain resistance. The hair looked lifeless and 
the roots appeared dead. This change was so marked 
in the bearded area and on the upper lip that the pa- 
tient decided to discontinue the facial needle dia- 
thermy. During the second week the patient reported 
that her bathtub was full of hair which dropped out 
of her trunk and extremities. This experience, togeth- 
er with the appearance of menstruation, caused re- 
markable mental changes. The patient was happy and 
sociable and started to have dates. 

Unfortunately, these results were not permanent. 
Little by little some of the hair came back. How- 
ever, it never reached its former strength and color. 
Without treatment her menstrual periods became 
more scant. In January, 1940, she menstruated only 
pne day. She therefore decided to return for addi- 
tional treatments. Between January 26 and February 
3, 1940, the patient received eight injections of equine 
gonadotropins, totaling 1,600 I.U., and five injections 
of estradiol benzoate, totaling 500,000 I.U. The men- 
strual period took place on time in February, but was 
very scant. The moderate hairgrowth which had re- 
turned during the months of nontreatment responded 
again; however, not quite as readily as it had done be- 
fore. The hair, as we observed after the intermission 
period of two months, was a very light fuzz in the 
facial area and on the legs. 

For the following six months the patient was with- 
out treatment of any kind. She did not menstruate and 
the hair on her face reappeared. There was no doubt 
that during the six months of nontreatment the hir- 
suties became darker and coarser. 

In summary, what we achieved in this case was not 
a cure but a temporary relief. By substitution therapy 
we were able to produce menstrual periods and to 
reduce considerably the amount, color and strength 
of masculine hairgrowth. As soon as we discontinued 
the endocrine therapy, the effect faded out. Oligomen- 
orrhea and amenorrhea returned as well as the hir- 
suties, the latter fortunately in a diminished degree. 














The psychic results were more important than the 
physical ones. The patient realized that the amenor- 
rhea and hirsutism were not unalterable conditions, 
but could be influenced at any time by rather simple 
means. 

As a result of the experience with this first case, 
we were encouraged to try endocrine treatment in 
nine other patients with similar conditions of hirsuties 
combined with menstrual disturbances. 


Case 2.—Miss O.A., 25 years old, menstruated ir- 
regularly, every five or six weeks, with severe cramps. 
Her uterus was infantile. There were a moderate 
mustache and sideburns, dark hair on arms, thighs 
and calves and some hair around nipples and on the 
abdominal midline. 

Equine gonadotropins 2,500 I.U., estradiol benzoate 
200,000 I.U. were given. Painless menstruation oc- 
curred three weeks after the first injection. The 
uterus increased in size. The masculine hair became 
lighter and easier to remove. After about three weeks, 
the hair condition started to return to primary dark- 
ness and stiffness. After four weeks without treat- 
ment, the next menstrual period occurred on time and 
without cramps. As the second treatment, 2,400 I.U. 
gonadotropins was administered; masculine — hair- 
growth was again lighter and easier to remove. Re- 
sults lasted three to four weeks. — 

During the following six months menstruation oc- 
curred every four or five weeks, generally without 
cramps. The hair on face and legs was still somewhat 
lighter, but with no change on the arms. 


Case 3.—Mrs. J.V.B., 26 years old, had had amen- 
orrhea for seven years, ’ beginning a year after child- 
birth, with subsequent thrombophlebitis. She had 
gained 65 pounds within the last year and a half, and 
had been growing a beard which necessitated shaving 
two or three times a week. There was also mascu- 
line hairgrowth on face, torso and extremities. Cli- 
toris was 34% cm. The uterus was retroverted, hypo- 
developed. 

The patient was given 2,000 I.U. equine gonadotro- 
pins, 200,000 I.U. estradiol benzoate, 25 mg. proges- 
terone. No menstrual period occurred, but the mascu- 
line hair condition was temporarily improved, hair 
losing color and dropping out, partly in the bathtub. 
Three weeks after the last injection the hair condi- 
tion returned to its former status. 


Case 4.—Mrs. H.C.B., 25 years old, no pregnancies, 
menstruated irregularly every two, four, six or eight 
weeks, before marriage every two to three months, 
with violent cramps. Her uterus was retroflexed and 
small. A slight fuzz showed on the upper lip and chin 
and stiff hair on the legs. After administration of 
2,400 I.U. equine gonadotropins, menstruation became 
painless and the hair easy to remove for about three 
weeks. After a second course of the same amount of 
hormones, the same results were experienced. Men- 
struation was improved. The hair condition was un- 
changed after a few weeks of temporary improve- 
ment. = 


Case 5.—Mrs. J.E.C., 28 years old, menstruated 
regularly every four weeks, with cramps every other 
time. There was masculine hair around the nipples 
i on the abdominal midline and thighs. 

1,200 I.U. equine gonadotropins, 150,000 I.U. estra- 


diol benzoate were given. Menstruation became pain- 


less and hair on the thighs temporarily lighter and 
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weaker, though there was no change on the arms and 
calves. Mental improvement showed in more vigor 
and less depression. 


CasE 6.—Mrs. A.H.D., 20 years old, menstruated 
regularly with dysmenorrhea. She had gained 39 
pounds during the past year. The uterus was small. 
Some hairgrowth showed on torso and legs. Basal 
metabolism rate was minus 14. 

After the first treatment, 1,200 I.U. equine gon- 
adotropins, menstruation was still painful. After the 
second treatment, 1,200 I.U. gonadotropins, 245 mg. 
anhydrohydroxyprogesterone by mouth, menstruation 
was without cramps for the first time in her life. 
There was no change of hirsuties. Subsequent men- 
strual periods were with cramps if less than 150 mg. 
anhydrohydroxyprogesterone was taken by mouth; 
without cramps if 150-250 mg. anhydrohydroxypro- 
gesterone was taken. 





Case 7.—Mrs. E.D., 43 years, two children, men- 
struated regularly. During the last two years, the 
menstrual flow had decreased. Depressions and mel- 
ancholia of serious degree came in spells (five sui- 
cides on paternal, three on maternal side). There was 
a slight hairgrowth on the upper lip, dark hirsuties 
on trunk, arms and legs. 

As a first treatment, 1,200 I.U. equine gonadotro- 
pins were given. There was mental improvement and 
the menstrual flow increased. Hirsuties were tem- 
porarily lighter and softer. After the second treat- 
ment, 1,200 I.U. equine gonadotropins, 200,000 I.U. 
estradiol benzoate, hirsuties were considerably lighter 
and easier to remove. Mental optimism was succeeded 
within a few weeks by another severe period of de- 
pression when hirsuties regained former color and 
stiffness. After a third treatment of 1,200 I.U. gon- 
adotropins, 620,000 I.U. estradiol benzoate, the men- 
strual flow increased. Depression was not influenced, 
nor did hirsuties change. The use of estrogens had to 
be discontinued because a fibroid which was hardly 
noticeable before treatment had grown to apple size. 
The mental change to hyperactivity and increased op- 
timism as observed after the first and second treat- 
ments did not take place at this time. 

a 

CasE 8—Miss E.L., 21 years old, menstruated 
regularly for five days each time. She had had a con- 
siderable mustache and beard for two years, on which 
electrolysis had been used, and hirsuties on torso and 
extremities. There was no pelvic pathology. After 
2,400 I1.U. equine gonadotropins, 600,000 I.U. estradiol 
benzoate, menstruation was as usual. The hair condi- 
tion was temporarily lighter and softer. Mental im- 
provement“was impressive. 


Case 9.—Miss B.A.L., 17 years, menstruated every 
thirty-two days. The uterus was infantile. Some hir- 
suties showed on face, abdomen, chest, calves and 
thighs. 1,200 I.U. equine gonadotropins and 300,000 
I.U. estradiol benzoate were given. Amount, color 
and coarseness of hirsuties on face, abdomen and 
thighs temporarily decreased; there was no change 
on the calves. 


Case 10.—Mrs. G.P., 33 years old, menstruated reg- 
ularly every twenty-four days, with dysmenorrhea. A 
chronic, inflammatory pelvic condition was the result 
of appendicitis and peritonitis. Some hirsuties showed 
on the upper lip and thighs. After 300,000 I.U. estra- 
diol benzoate and 4 mg. progesterone, the menstrual 
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period was without cramps. The hair condition 
showed no change. After the second treatment (130,- 
000 estradiol benzoate, no progesterone) cramps re- 
turned. Hirsuties showed no change. 


ANALYSIS OF CASES 

The material from ten cases is too small 
a basis on which to form any definite opin- 
ion in regard to the possibilities of endo- 
crine treatment for masculine hairgrowth 
in women. A few remarks, however, can 
be based upon the observations made. In 
the first place, it must be pointed out that 
the specific feminine hairgrowth on the 
head, under the arms, and at the pubic area 
does not decrease in amount, color or 
coarseness with the use of female sex hor- 
mones. Some patients had the impression 
that it actually became heavier. This would 
not be impossible. 

Dorff* observed in a female patient with 
seborrhea of the scalp, which he treated 
with desiccated thyroid and gonadotropins, 
that the hair on the head became coarser. 
Interesting experiments along the same line 
have been reported by Hu and Frazier,’ 
who shaved female rabbits and observed 
the regrowth under the influence of sex 
hormones. Upon removal of the ovaries, 
the reappearance of hair was considerably 
delayed. In our series of cases a beneficial 
influence in this regard could not be marked 
because there was no deficiency in any of 
them. 

The influence which the endocrine treat- 
ment exerted upon the masculine hair- 
growth was different in every case. The 
most striking effect was observed in the 
first case, which also displayed the most 
outspoken polyglandular disturbance. 

Patients with amenorrhea seem to re- 
spond better than patients with regular 
menstruation. There are at least two types 
of hirsuties in women: the hereditary type 
and the glandular type. Both types, of 
course, can be combined in one individual. 
Patients with regular normal menstrual 
periods and hirsuties usually belong to the 
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first group. Their endocrine system is func- 
tioning satisfactorily. The hirsuties in these 
instances, therefore, are not, or not very 
markedly, influenced by additional endo- 
crine treatment. Patients, on the other hand, 
without menstruation or with rare and 
scanty periods belong to the second group. 
Hirsuties in these instances respond more 
readily because a lack of hormones seems 
to be one of the etiological factors. In a 
given case, however, the results of treat- 
ment cannot be predicted. 

In two patients (Cases 6 and 10) no 
change was observed, even temporarily. 
Both patients had regular menstrual periods 
but suffered from dysmenorrhea. In both 
instances the menstrual period following 
sufficient endocrine treatment took place 
without cramps. 

In the remaining seven patients, there 
was a temporary change in regard to the 
hirsuties. Within about three weeks the 
hair on the face, trunk and thighs became 
softer, lighter and offered less resistance to 
removal. After this period the old condi- 
tion returned little by little, not always, 
however, reaching its former strength. 

These temporary improvements do not 
seem to justify such treatment off hand. 
They were, in the first place, meant to im- 
prove the menstrual disorders. Case 3 de- 
serves special attention, because it was the 
only one in which the menstrual period did 
not appear after treatment. This amenor- 
rhea of seven years’ duration was secon- 
dary, following bilateral thrombophlebitis 
postpartum. The dosage of 200,000 I1.U. 
estradiol benzoate was insufficient as a sub- 
stitute for the quiescent ovarian function. 
A local mechanical factor may have been 
present in addition to the endocrine hypo- 
activity. 

Hirsuties respond to endocrines in dif- 
ferent ways according to their location. 
Hair on the thighs reacts more readily than 
that on the trunk. Hair on the chin seems 
to react better than that on the cheeks, 
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while hair on the cheeks reacts better than 
that on the upper lip. Finally, hair on the 
calves and forearms does not seem to re- 
spond at all. I have the impression that hir- 
suties on the arms and lower legs are partly 
due to exposure to light and air, and there- 
fore are to a lesser degree under the control 
of hormones. 


HORMONE ADMINISTRATION 


The dosage and timing of hormones in 
our treatment followed the natural cycle as 
closely as possible. Estrogens and gonado- 
tropins were limited to the first and second 
weeks after menstruation. During the third 
week only progesterone was given. All in- 
jections were intramuscular. There was no 
indication for intravenous application. Oral 
administration of natural estrogens is un- 
reliable. In one instance stilbestrol was 
given, but discontinued on account of nau- 
sea. Oral application of progesterone was 
used successfully in one case for dys- 
menorrhea. The amount has to be at least 
five times that of the intramuscular dosage 
to obtain the same results. 

Progesterone does not seem to exercise 
any influence upon hirsuties. In this regard 
only gonadotropins and estrogens seem of 
value. 

Estrogens for the treatment of hirsuties 
were mentioned in a case report of Peters’ 
before the Royal Society of London in 
1934. After eighteen days of daily admin- 
istration of 330 I.U. estriol by mouth, hair 
from the mustache and bearded area in 
a 25-year-old woman began to fall out. The 
oral dosage was increased to 1,000 I.U., fin- 
ally to 2,000 I.U. a day for periods of ten 
days each. Five additional cases were treat- 
ed by Peters. Two showed results, three 
did not. Peters points out that failure in 
these cases was possibly due to insufficient 
dosage. 

Gonadotropic substances were reported 
by Sevringhaus and Thornton’ in 1933 to 
be without results in regard to excessive 





hair in fourteen women. They used prep- 
arations from pregnancy urine, the most 
generally available at that time. These prep- 
arations have also been disappointing in 
other respects to many gynecologists. 

The combined use of estrogens, gonado- 
tropic substances and thyroid was reported 
only recently by Dorff,’ who in eight cases 
of hirsutism obtained some “surprising and 
promising results.” Estrogenic substances 
by ointment and by injections, placental 
preparations and the gonadotropic factor 
from the anterior lobe of the pituitary 
caused, in some of Dorff’s cases, spontane- 
ous disappearance of hirsuties, or at least a 
definite loosening of the hair. Upon cessa- 
tion of treatment regrowth took place sev- 
eral weeks to a few months later. The new 
hair was lighter in color and was easily re- 
moved. In all cases but one the hirsute 
areas showed some response, though in 
varying degrees. 

Recently J. A. Wall’ of the endocrine 
clinic of the Herman Hospital, Houston, 
Texas, told me of encouraging results in 
the case of a bearded woman. Local appli- 
cation of estrogenic ointment produced a 
diminution in the superfluous hair. 


CONCLUSIONS 


Masculine hairgrowth in women can be 
influenced by endocrine treatment, if en- 
docrine deficiency of some kind is present 
and among the etiological factors. At pres- 
ent, results last only as long as the substi- 
tuted hormones are effective. The gyne- 
cologist should treat only patients who of- 
fer primarily a definite gynecologic indica- 
tion for treatment. Our impressions in re- 
gard to dosage and type of hormones to be 
used are as follows: 

Estradiol benzoate, the pure estrogenic 
hormone, is superior to other estrogens in 
the treatment of hirsuties. A total of at 
least 50,000 R.U.=500,000 I.U. should be 
given in five intramuscular injections over 
a period of ten days after menstruation. 
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The gonadotropins from pregnant horse 
serum are superior to those recovered from 
urine and, for the time being, to prepara- 
tions from the pituitary gland proper. A 
total of at least 2,400 I.U. should be given 
within a period of ten to twelve days. After 
menstruation six injections of 4oo I.U. 
each, every other day, should alternate 
with estradiol benzoate. 

This management follows the natural 
cycle without interference. One course of 
this type demonstrates whether the hirsuties 
are influenced or not; long drawn out 
treatments without results can thus be 
avoided. Since most patients with hirsuties 
have some type of menstrual disorder, im- 
provement of these complaints can be ex- 
pected. The use of additional thyroid tab- 
lets is beneficial in instances of low basal 
metabolic rate. 

The endocrine treatment of masculine 
hairgrowth in women is in its earliest in- 
fancy. Results are unpredictable and only 
temporary. Subjective results in the pa- 
tient’s mind are, for the time being, greater 
than objective results. The permanent re- 
moval of superfluous hair by local treat- 
ment (needle diathermy, electrolysis, etc.) 
cannot yet be replaced. The latter methods 
will, however, be facilitatd by endocrine 
treatment. 


SUMMARY 


Endocrine therapy in a patient with 
amenorrhea and polyglandular disturbance 
of the andropituitary type unexpectedly 
caused the disappearance of heavy mascu- 
line hairgrowth on the face, trunk and ex- 
tremities. Nine additional cases of hirsutism 
combined with menstrual disorders were 
treated. Seven of these showed similar re- 
actions lasting as long as the substituted 
hormones were effective. Indications, type 
and dosage of endocrine products used are 
discussed. It is pointed out that endocrine 
therapy for masculine hairgrowth in wom- 
en is in its earliest infancy and that, for the 





time being, results are unpredictable and 
only temporary. 
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RESUME 
Traitement endocrinien de la croissance de 
poils avec charactére masculin dans 
les femmes 


Thérapie éndocrinienne dans une malade 
avec amenorrhée et disfonctions pluriglan- 
dulaires du type andropituitaire inopiné- 
ment causa la disparition de la exubérante 
croissance de poils avec charactére mascu- 
lin dans la face, le tronc et les extremités. 
9 ulteurieurs cas de hirsutism combiné avec 
désordres menstruels furent traités. Parmi 
ceux-ci 7 montrérent des réactions sem- 
blables qui durérent jusqu’a tant que les 
hormones substitués étaient éfficaces. Les 
indications, le type et les doses des produits 
éndocriniens employés viennent discutés. 
I] est mis en évidence que la thérapie éndo- 
crinienne pour la croissance des poils avec 
charactére masculin dans les femmes est 
dans sa plus précoce enfance et que jusqu’a 
présent les résultats ne sont pas prévoy- 
ables et seulement temporaires. 


ZUSAMMENFASSUNG 


Endokrine Behandlung von minnlichem 
Haarwuchs bei Frauen 


Die endokrine Therapie rief, bei einer 
Patientin mit Amenorrhoe und polyglandu- 
laren Stérungen von andropituitarischen 
Typus, einen unvorhergesehenen Schwund 
des starken miannlichen Haarwuchses am 
Gesicht, Stamm und Extremitaten, hervor. 
Es wurden neun weitere Falle von Hir- 














sutismus verbunden mit menstruellen St6- 
rungen behandelt. Sieben davon zeigten 
eine ahnliche Reaktion, welche so lange 
anhielt, als die substituierten Hormone 
wirksam waren. Es werden Indikation, 
Typus und Dosis von den verwendeten 
endokrinen Produkten besprochen. Es wird 
hervorgehoben, dass die endokrine Thera- 
pie fiir mannlichen Haarwuchs bei Frauen, 
erst in ihrem frithesten Entwicklungs-stad- 
jum ist, und dass derzeit die Resultate un- 
vorhersagbar und nur temporar sind. 


SUMARIO 


El tratamiento endécrino del crecimiento 
de pelo masculino en la mujer 


La terapeutica endoécrina en un paciente 
con amenorrea y disturbios paliglandulares 
del tipo andropituitario determino la re- 
pentina caida del crecimiento de pelo mas- 
culino, en la cara, tronco, y extremidades. 
Nueve casos de hirsutismo combinado con 
desérdenes mestruales fueron tratodos. Siete 
de éstos mostraron reacciones similares per- 
manentes, en tanto que la substitucion de 
hormones fue efectivo. Son discutidos la 
dosis y el tipo de producto endocrino usado. 
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Se sefiala que la terapeutica endocrina, en 
el crecimiento de pelo masculino en las 
mujeres, los resul tados son demostrativos 
en la infancia, en tanto que a medida que el 
tiempo pasa los resultados son solamente 
temporales. 


RIASSUNTO 
Trattamento endocrino della crescita di peli 
a tipo mascolino nelle donne 


Terapia endocrina in una paziente con 
amenorrea e disfunzione pluriglanolare del 
tipo andropituitario inaspettatamente causd 
la sparizione della crescita esuberante di peli 
a tipo mascolino nella faccia, nel tronco e 
nelle estremita. Furono trattati g casi ul- 
terior! di irsutismo combinato a disturbi 
mestruali. Di questi 7 dimostrarono reazi- 
oni simili che durarono fino a che gli ormo- 
ni sostituiti erano efficaci. Vengono discusse 
le indicazioni, il tipo e le dosi dei prodotti 
endocrini usati. Vien messo in evidenza che 
la terapia endocrina per crescita di peli a 
carattere mascolino nella donna é nella sua 
piu. precoce infanzia e che fino ad ora 1 
risultati sono inprevedibili e solamente tem- 
poranei. 


INTERNATIONAL ASSEMBLY IN MEXICO 


BY INVITATION OF THE MEXICAN GOVERNMENT 


Those contemplating traveling to Mexico for the next 


International Assembly, to be held in Mexico City, Mexico, 


from August 10 to 14, 1941, may obtain information about 


transportation facilities, special Assembly train arrangements, 


etc., by addressing Dr. Max Thorek, International Secretary 


of the International College of Surgeons, 850 West Irving 


Park Blvd., Chicago, Illinois. 























Endometriomas 


DAVID LAZARUS, M.D., F.LCS. 


NEW 


NDOMETRIOMAS are tumors of 

endometrial origin. They are signif- 

icant because of more common oc- 
currence than had been previously recog- 
nized. 

These tumors (ectopic endometrial 
growths) appear not only in the uterine 
myometrium, but in other gynecologic 
structures, such as the ovaries, the tubes, the 
round ligament, broad ligament, cervix and 
rectovaginal septum. In addition to these 
locations, the tumors may be found in the 
sigmoid, appendix, umbilicus, inguinal re- 
gion and abdominal operative scars, and in 
lung tissue, as has been recently demon- 
strated. In other words, any structure com- 
ing into contact with the menstrual flow 
may become the site of endometriomas, 
hence the term, ectopic endometrial growth 
or endometrioma. 

Von Recklinghausen first advanced the 
theory that these tumors were the remains 
of the primitive wolffian system, basing 
his theory on the fact that these tumors 
were most common in situations where the 
wolffian tubules existed, as the posterior 
uterine wall and the inner end of the fal- 
lopian tubes. 

Sampson in 1921 advanced the now ac- 
cepted theory in which he explains the ap- 
pearance of endometrial tissue on and in the 
organs of the female pelvis as due to a re- 
gurgitation or return flow of the menstrual 
blood through the ampulla of the fallopian 
tubes. In this way fragments of endome- 
trium reach the pelvic cavity and become 
readily implanted on the surfaces of the 
various nearby structures. In support of this 
theory, menstrual blood has been observed 
issuing from the fimbriated ends of the fal- 
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lopian tubes during the catamenial period 
at the time of operative procedure. 

Endometriomas occur at all ages, but es- 
pecially between the twentieth and the 
thirty-fifth year. Nulliparous women may 
be affected as well as multipara. 


PATHOLOGY 


The endometrial ectopic tissue fragments 
can be found scattered throughout the fe- 
male pelvis, its appendages and ligaments, 
on the serosal surfaces of the intestines, on 
the bladder wall, and in the rectovaginal 
septum, also at the umbilicus and inguinal 
region and in abdominal operative scars. 

While the gross appearance may differ 
slightly i in the various locations, the micro- 
scopic picture is uniform. Scattered through- 
out the tumor are various-sized cysts, which 
are filled with dark blood and ceilular de- 
bris. These cysts are lined by columnar epi- 
thelium and are separated from one another 
by the highly cellular stroma which is so 
characteristic of the endometrium. The 
blood contents of the cysts are renewed at 
each period, while rupture of the cysts lib- 
erates the bloody contents upon adjoining 
tissue, causing dense adhesions to form and 
new endometriomas to develop. 

Grossly, the endometrial tissue may vary 
from small superficial hemorrhagic cysts to 
large hematomas having their origin in the 
depth of the organs, as “demonstrated i in the 
chocolate cysts of the ovary. These small 
hemorrhagic cysts are usually multiple, 
varying in size and appearance according to 
the age and oxidation of the hemorrhagic 
blood. 

Endometrial implants are not malignant, 
but may undergo malignant transformation. 
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They have all the characteristics of an en- 
dometrium passing through the various 
phases of menstruation, pregnancy and the 
menopause. 


DIAGNOSIS 


Endometriomas are accompanied by sub- 
jective symptoms, such as dysmenorrhea, 
backache and increased constipation at the 
time of the menstrual period. 

Vaginal examination frequently will re- 
veal the presence of small endometrial cysts 
upon the cervix or in the rectovaginal sep- 
tum, giving the examining finger the impres- 
sion that the vault is filled more or less with 
buckshot. A speculum examination will 
show the presence of these growths upon 
the cervix or in the rectovaginal vault by 
the purplish appearance of the small nabo- 
thian cyst formations. Endometriomas oc- 
curring in the umbilicus or in scars become 
self-evident by the appearance of blood and 
swelling at the periods. 


DIFFERENTIAL DIAGNOSIS 


In the differential diagnosis the physician 
is greatly aided by the fact that ectopic en- 
dometrial tissue has the characteristics of 
normal endometrium during active men- 
strual periods or during amenorrhea, as in- 
dicated by the genital condition, e.g., preg- 
nancy or lactation amenorrhea. 

When differentiating the growths from 
malignant rectal disorders, the proctoscopic 
examination will be negative. In the ingui- 
nal region the endometrial growths will be 
distinguished by enlargement and periodic 
swelling at menstruation and recession after 
the period. These inguinal swellings must 
be differentiated from Hodgkin’s disease, 
lymphosarcoma, hernia, inguinal adenitis, 
lymphogranuloma inguinalis and luetic 
swellings. 


TREATMENT 


Once the histological characteristic of 
these growths is known, their treatment is 
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easy. As amenorrhea will cause a subsidence 
of the growth, as seen in pregnancy or at 
the menopause, it becomies clear that a meno- 
pausal state will bring about a cure; how- 
ever, the surgeon must decide whether the 
condition is of such severity as to warrant 
inducing a menopausal state. It is therefore 
necessary to take into consideration the age 
of the patient and the mental status that 
may be produced by this radical treatment. 
In the younger female patient it is far better 
to excise the endometrial growths, when 
possible, than to bring on a premature cli- 
macteric. Then, if need be at a later date, 
the patient may be cured by a complete 
bilateral oophorectomy. 

Roentgen-ray treatment will aid in check- 
ing the growth of those tumors in the recto- 
vaginal septum, where it may be a rather dif- 
ficult matter to excise them without severe 
bleeding, for, as said above, these growths 
are densely adherent. If these cases occur at 
the menopause it may beadvisable to sterilize 
the patient by roentgen-ray treatment rath- 
er than by surgery, and it is always best in 
operating to drain the peritoneal cavity for 
a few days rather than close the abdomen 
completely. 


SUMMARY 


The theories of endometriomas are given 
and the most accepted one (Sampson’s) re- 
iterated. The diagnosis and differential diag- 
nosis from allied conditions are discussed. 
The pathology of the condition is given, 
showing the similarity of the microscopic 
diagnosis in lesions at different sites. The 
various methods of treatment according to 
the age of the patient are given. 


RESUME 
Endométriomes 


Les theories sur les endométriomes sont 
donnees et la plus acceptee (celle de Samp- 
son) est réiterée. L’auteur descute le diag- 
nostic differentiel. La pathologie est décrite 
montrant la similarite du diagnostic micro- 
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scopique dans les lésions de differents sieges. 
Les méthodes de traitement a adopter selon 
l’age du malade sont enumerées et etudiées. 


ZUSAMMENFASSUNG 
Endometriosis 


Die Theorien der Endometriosis werden 
besprochen und die allgemein agenom- 
mene Auffassung von Sampson wiederge- 
geben. Diagnose und Differentialdiagnose 
von ahnlichen Zustanden werden besproch- 
en. Die Pathologie des Krankeitbildes wird 
vorgetragen unter Darstellung der Ahnlich- 
keit des mikroskopischen Bildes in Krank- 
heitsherden von verschiedenen K6rper- 
stellen. Die verschiedenen Behandlungsarten 
werden wiedergegeben entsprechend dem 
Alter des Patienten. 


SUMARIO 
Endometriomas 


Las Teorias de las Endometriomas son 
citadas y las mas acceptadas (Sampson’s) 


son reiteradas. E] Diagnostico y diagnos- 
tico diferencial de semejantes condiciones 
sondiscutidas. 

La patologia-anatomica es demonstrada, 
ensefiando la semejanza del diagnostico mic- 
roscopico en lesiones en diferentes locali- 
dades. 

Los varios metodos de tramiento de acu- 
erdo y en conformidad con la edad del en- 
fermo son discutidos. 


RIASSUNTO 
Endometriomi 


Si passano in rivista le teorie degli en- 
dometriomi e quella pii comunemente ac- 
cettata (teoria di Sampson) é data pid am- 
piamente. Le diagnosi e le diagnosi differ- 
enziali da altre condizioni sono discusse. 
Si discute la patologia della lesione e si 
mostra la similarita del reperto microcospi- 
co in lesioni in diverse parti. Varii metodi 
di trattamento secondo l’eta del paziente 
sono discusse. 


SCIENTIFIC AND COMMERCIAL EXHIBITS 


Those interested in reserving space for their exhibits, 


please communicate at once with the following: For Mexico, 


Central America and South America, Dr. Manuel A. Man- 


zanilla, Avenida Tamaulipas 60, Mexico, D.F. For the United 


States and Canada, Dr. 


Norman R. Goldsmith, 
Gramercy Park, New York City. 
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The Significance of Nutritional 
Deficiency in Pregnancy” 






A PRELIMINARY REPORT 


WINSLOW T. TOMPKINS, M.D. 


PHILADELPHIA, PENNSYLVANIA 


HIS study was undertaken in an 

attempt to evaluate by clinical ob- 

servations the importance of ade- 
quate nutrition in pregnancy, and then to 
determine the possibility of a relationship 
between nutritional deficiencies and the 
toxemias of pregnancy. 

The study group of 750 cases herein pre- 
sented is composed of approximately one- 
third private and two-thirds ward patients. 
Except for the elimination of patients with 
syphilis, active tuberculosis and advanced 
cardiac lesions, there has been no selection 
in this group. A majority of the ward group 
has attended a special nutritional clinic. 
For controls we have used yearly statistical 
totals from the Philadelphia Lying-In Hos- 
pital, which include both private and ward 
patients. 


MINIMUM OPTIMUM DIET 


For many years our attention has been 
directed to various catastrophes of preg- 
nancy after these catastrophes have occur- 
red. These observations, however, have 
shed little light on the underlying causa- 
tive or preventible factors. In view of recent 
contributions to our knowledge of the im- 
portance of adequate nutrition, it seemed 
to us that nutritional deficiencies might pos- 
sibly be fundamental factors in the produc- 
tion of many of the complications of preg- 
nancy. In going over the literature, no ref- 
erence to a specific diet for normal preg- 
nancy could be found. Many special diets 
have been suggested for patients with tox- 
emias, anemias and cardiac conditions, but a 


*From the Philadelphia Lying-In Hospital. 





balanced diet for normal pregnancy has re- 
ceived little or no attention. 

Consequently, when this study was be- 
gun in 1937, the first problem was to estab- 
lish a minimum optimum diet of pregnan- 
cy—one which would provide adequate 
caloric value, estimated on the basis of the 
patient’s weight and energy requirements, 
adequate amounts of protein, carbohydrates 
and fats, and at least minimal protective 
amounts of vitamins and minerals. The fol- 
lowing diet was established on the basis of 
a pregravid weight of 110 pounds and con- 
tains 2,000 to 2,300 calories, 110 grams of 
protein, 75 grams of fat, 270 grams of car- 
bohydrate, 1.3 grams of calcium, 1.9 grams 
of phosphorus, 20.1 milligrams of iron, 
17,000 International Units of vitamin A, 
600 International Units of vitamin B:, 200 
International Units of vitamin C and 800 
Sherman Units of vitamin G. 


Minimum Optimum Drier or PREGNANCY 

Fruits: Any of the fresh fruits in season. ; 

Fruit juice or tomato juice: 8 oz. daily with at 
least 50 per cent of the pulp retained. Or two serv- 
ings of citrus fruits: oranges, grapefruit, lemons, 
limes, etc. ) : P 
Stewed fruit or prune juice: at least one serving 
daily in addition to the above. 

VEGETABLES : Two cups (12 0z.) of cooked vegetables 
daily. 

Fresh green leafy vegetables and other highly 
colored vegetables in the form of a salad, 1 cup in 
amount, using any dressing desired, once daily. 

Fats: Three squares butter daily. 

CrreALts: Any of the whole- -grain cereals, either hot 
or cold, at least one serving daily. One piece of 
whole wheat bread may be substituted for one 
serving of cereal. 

Eccs: At least one egg daily, more if desired. 
Meat: At least 6 oz. daily of lean meat, fish, chicken, 
turkey ; particularly liver and other organ meats. 
Breap: Whole wheat, not more than three slices 
daily. 
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Mitk: Three glasses daily are sufficient. 
Desserts: Cheese, jello, junket, custards, fruits and 
fruit-whips. 





Poratoes, Spacuettr, MAcaAront, Rice, Noop.es, 

Corn, Lima Beans, Driep BEANS: One of these may 
be taken once daily, but not more than 1% table- 
spoonfuls. 

Pastries: Not to be eaten at all. 

Ick CREAM. 

CANDY. 

Friep Foops: Not to be eaten at all. 

Liguips: Not more than 7 glasses in 24 hours. This 
is to include all milk, water, fruit juices, soup, 
coffee, tea, cocoa and any other liquids. 

Avoid salt and salty foods and an excess of sugar. 

It is very important to eat 5 or 6 small meals rather 
than 2 or 3 large ones. 


The success of this diet depends upon 
several factors which should be stressed: 

1. Because of the bulk of the diet, five or 
six small meals a day are advised. This 
regime decreases the load on the already 
hypotonic gastrointestinal tract and lessens 
the frequency of fatigue and vertigo. When 
the interval between feedings is excessively 
prolonged, the demand of the body for 
energy becomes exaggerated and patients 
are inclined to answer this demand by tak- 
ing a high-caloric carbohydrate diet. The 
excessive metabolic demands in pregnancy, 
particularly during the third trimester, 
make it essential that there be an adequate 
caloric intake and that it include sufficient 
energy-producing foods to answer the pa- 
tient’s increasing requirements. 

2. We have restricted fluids to a point 
of normal fluid balance to avoid the substi- 
tution of fluids for adequate food require- 
ments. We believe that excessive fluid re- 
tention can better be controlled through 
adequate food intake than through excessive 
fluid restriction. 

3. Because the comparatively low re- 
quirement for vitamin C can be obtained in 
the form of synthetic concentrates, we re- 
strict the amount of fruit or fruit juices to 
one serving daily. The excessive ingestion 
of fruit and fruit juices, entailing intake of 
large amounts of fluid and sugar, is one of 
the most important causes of excessive gain 
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of weight; in many cases, the correction of 
this one dietary error eliminates this prob- 
lem and aids in the control of edema. 

4. Observations on several hundred pa- 
tients demonstrated frequent deficiency in- 
take of protein, averaging in this group 
about 50 grams daily, and an excessive in- 
take of carbohydrate, the result of phys- 
iological demand on the part of the body 
for adequate calories. Since the protein 
foods are the richest natural sources of the 
necessary vitamins and minerals, the low 
amount of protein intake accounts, to a 
large extent, for the high incidence of nu- 
tritional deficiencies. 

In 82 per cent of our patients we are 
able to demonstrate definite signs and/or 
symptoms of nutritional deficiency. These 
are usually the so-called subclinical de- 
ficiency states rather than the advanced 
degrees. It is our opinion that low intake of 
protein accounts for the failure on the part 
of many of our patients adequately to com- 
pensate for the metabolic demands which 
occur during pregnancy. 
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Fig. 1. Hamilton’s curve of the load of pregnancy. 
Line 1 represents the load of pregnancy during the 
first trimester; line 2, the second trimester; and line 
3, the puerperium. 
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Fig. 2. A diagrammatic interpretation of the meta- 
bolic load of pregnancy. Line A-B represents the 
metabolic load of pregnancy. Line E-F represents a 
patient with moderate nutritional deficiency and the 
tendency for this deficiency to become exaggerated as 
the metabolic load increases. Line 4 represents gesta- 
tion in weeks; line 5 per cent of nutritional adequacy. 
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It is interesting to note that the load 
curve for the heart in pregnancy, as sug- 
gested by Hamilton,’ closely duplicates that 
which we see metabolically during preg- 
nancy. The exception, as will be seen, oc- 
curs during the first trimester, in which the 
metabolic disturbances create an early load 
which levels off at about the twenty-second 
week, reaching its peak at about thirty-six 
weeks. 

To understand our interpretation of this 
metabolic demand in pregnancy it must be 
realized that the degree of nutritional de- 
ficiency of the patient at the beginning of 
pregnancy will determine the type of de- 
ficiency curve which she will present. In 
other words, a patient who has no nutri- 
tional deficiency at the beginning of her 
pregnancy is better able to withstand the 
depleting effects of early toxemia and the 
increasing demands of late pregnancy with- 
out marked disturbances. However, should 
the patient begin her pregnancy with defi- 
nite evidence of nutritional deficiencies, 
these will be exaggerated as her pregnancy 
progresses, unless strenuous efforts are in- 
stituted to provide an adequate nutritional 
intake, together with polyvitamin supple- 
ments. Each succeeding pregnancy tends 
further to deplete the average patient’s re- 
serves, and this explains the higher inci- 
dence of nutritional deficiency in multi- 
parae. 

The developing fetus is in reality a nutri- 
tional parasite; if the mother’s nutritional 
adequacy has been depleted over a con- 
siderable period and her diet in pregnancy 
continues to be inadequate, the fetus soon 
exaggerates the pre-existing nutritional de- 
ficiency of the mother. This was demon- 
strable in several cases and was particularly 
evident in a recent patient who presented 
many evidences of nutritional deficiency, 
together with pre-eclamptic toxemia. The 
baby, three weeks after delivery, showed 
clear-cut evidence of scurvy. It is our be- 
lief that similar cases are much more com- 


. 


mon than they are generally supposed to 
be. 


TOXEMIA OF EARLY PREGNANCY 


The nausea and vomiting of early preg- 
nancy undoubtedly initiate or exaggerate 
nutritional imbalance. With adequate, prop- 
erly balanced diet and frequent polyvitamin 
supplements, particularly of the B-complex 
group, the initial depletion rarely occurs. 
Should the patient be given a high carbo- 
hydrate diet to aid in the prevention of 
nausea and vomiting, this regime should be 
changed to the more balanced diet as early 
as possible. This can usually be accom- 
plished in one week. The prolonged use of 
a deficient diet is unnecessary and predis- 
poses to poor dietary habits and early de- 
ficiency. In hospitalized cases, particularly 
where considerable amounts of glucose or 
dextrose are used intravenously without 
supplementary feedings, deficiency can 
easily be established or exaggerated. It is our 
policy to use a high carbohydrate intake for 
not more than seventy-two hours, in- 
travenous glucose or dextrose being used 
only as an emergency procedure. As a re- 
sult of early dietary instructions to the pa- 
tient, the incidence of the so-called toxemia 
of early pregnancy has materially de- 
creased. Patients who have had definite and 
prolonged toxemia of early pregnancy re- 
quire particularly careful dietary super- 
vision to avoid later complications, especial- 
ly toxemia of late pregnancy and anemias. 


VITAMIN DEFICIENCIES 


There is considerable evidence to sup- 
port the idea that fetal death at three 
to five months is the result of vitamin A 
deficiency. Mason’ states that “in their ulti- 
mate analysis the abnormalities of repro- 
ductive functions observed in A-deficient 
rats appeared to be due to alterations in- 
duced in the epithelial lining of the female 
reproductive tract by lack of vitamin A 
and, indirectly, to intercurrent infections 
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resulting from the epithelial injury.” Al- 
though we have not as yet been able to 
demonstrate histologic changes in the pla- 
cental bed in cases of miscarriage or pre- 
mature separation, it is our belief that when 
our present studies are completed, a simi- 
lar picture may be found in the human. 
It is also probable that deficiency of other 
nutritional elements may be associated with 
vitamin A deficiency in the production of 
spontaneous late abortion. Although the 
rats were on a completely deficient vitamin 
A intake, complete deficiency is probably 
not necessary in the human to produce 
abortion, but only sufficient depletion of 
the nutritional elements to produce a failure 
of normal cell function. This failure of 
placental bed cellular function eliminates 
adequate exchange between maternal and 
fetal circulation, permitting infection of 
the placental bed, death of the fetus, or 
both. 

It is believed that vitamin E deficiency 
affects only fetal tissue, the resulting lack 
producing fetal death with abortion. In the 
series of cases herein reported it will be 
noted that no late abortions occurred, al- 
though this series included eleven habitual 
aborters. Clinical estimations of the inci- 
dence of vitamin A deficiency by Hirst, 
Williams and others would tend to indi- 
cate that this was an uncommon finding. 
It is our opinion that vitamin A deficiencies 
occur, at least in subclinical forms, more 
frequently than present methods will dem- 
onstrate. 

Unquestionably, adequate intake of the 
vitamins of the B-complex group is of 
major importance during pregnancy. This 
deficiency probably accounts for many of 
the disturbances seen in the nutritionally 


deficient patient. Adequate amounts of the 


various factors of the B-complex are most 
difficult to obtain through normal dietary 
sources. 

The incidence of glossitis in 87 per cent 
of our patients and of polyneuritis in 70 


per cent clearly indicates the frequency of 
deficiency states. The well-known deficien- 
cy signs and symptoms, such as fatigue, 
muscular weakness, dyspnea, anorexia, in- 
somnia, headache, depression, nervousness, 
palpitation and constipation, have too long 
been considered attributable to normal 
pregnancy. Since these signs or symptoms 
can be almost wholly relieved or avoided by 
adequate nutrition and polyvitamin ther- 
apy, it is difficult to avoid the conclusion 
that at least these minor disturbances are 
entirely of deficiency origin. It is our opin- 
ion that a pure deficiency state never exists 
during pregnancy; rather the patient al- 
ways presents evidence of polyvitamin de- 
ficiency. For example, subclinical beri-beri 
is not infrequent, but usually carries with 
it evidence of subclinical pellagra or scurvy, 
or both. Consequently, our therapeutic ef- 
forts are always directed toward improving 
the general nutrition of the patient, prin- 
cipally from natural food sources, but also 
with polyvitamin therapy in_ sufficient 
dosage to relieve the signs and symptoms. 
In some cases this ideal level is impossible 
because of economic conditions or lack of 
cooperation of the patient. The best that 
could be done with this type of patient 
was to forestall any further depletion of 
nutritional elements. 

The evidence collected to date indicates 
that at least 75 per cent of patients will 
show evidence of subclinical scurvy during 
pregnancy. This rather appalling incidence 
is apparently the result either of an in- 
ability on the part of the patient to obtain 
sufficient vitamin C in her diet or, more 
probably, inability to absorb, utilize and 
store this most necessary vitamin. Unques- 
tionably, in metropolitan areas, vitamin C is 
grossly lacking in the usual diet. This 1s 
owing to poor food selection or sources, 
and the fact that most fruits are picked 
green and allowed to ripen in transit and 
are stored for variable periods of time be- 
fore use. Also, improper preparation of the 
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food can readily destroy vitamin C. These 
same factors also apply in part to members 
of the B-complex group. 

One of the most important observations 
of this study has been the verification of 
recent reports that deficiency of calcium 
is not responsible for the development of 
dental caries, and we wish to condemn 
the excessive use of additional calcium dur- 
ing pregnancy. Dental caries now appears 
to be entirely the result of an early deficien- 
cy of vitamins A and C and possibly some 
members of the B-complex. None of the 
patients studied were given additional cal- 
cium at any time during pregnancy, yet 
these patients have had a lower than aver- 
age incidence of dental caries both during 
and after pregnancy. Practically no dental 
caries developed in the patients who were 
given polyvitamin therapy to fortify a 
known deficiency diet. Complete figures on 
this important problem will be published 
at a later date. 

The importance of vitamin D in the 
adult diet is questionable, and except for 
small amounts of vitamin D required for 
calcium metabolism, the needs for vitamin 
D are very small. 

The necessity for vitamin K has not yet 
been fully established, but all the evidence 
tends to show a greater lack and need for 
this vitamin than has heretofore been real- 
ized. Since the production of vitamin K for 
use depends upon the action of normal bac- 
terial florae in the intestinal tract, a de- 
ficiency during pregnancy is likely, since 
intestinal hypotonia is conspicuous, particu- 
larly in late pregnancy, when the greatest 
need for vitamin K arises. 


SUPPLEMENTAL VITAMIN DOSAGE 


Early in this study it was observed that 
the therapeutic use of vitamin supple- 
ment in the form of one vitamin alone pro- 
duced unsatisfactory results. Consequently, 
for the past two years a polyvitamin cap- 
sule containing vitamins A, D, C and the 
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B-complex has been used in all cases in 
which a supplement was indicated. Because 
of the necessarily limited supply, only those 
patients showing the most pronounced de- 
ficiencies received supplementary vitamin 
therapy. The response to this procedure 
was noticeable immediately, and it is our 
strong belief that polyvitamin therapy is 
always indicated, as no patient can so select 
her diet as to be deficient in only one vita- 
min. The degree of deficiency may be more 
noticeable in one element, but a more rapid 
response occurs when all of the vitamins 
are given. 

The dosage of these vitamins can at pres- 
ent be stated only empirically; that is, in 
sufficient dosage to relieve or ameliorate 
signs and symptoms. The amount will de- 
pend therefore on the degree and the dura- 
tion of deficiency. Early deficiencies, even 
though acute and well advanced, respond 
more promptly than do deficiency states 
less advanced but of long duration. Since 
the efficiency of nutritional elements de- 
pends directly upon the preparation of 
food in the mouth and stomach, the absorp- 
tive powers of the intestinal tract and the 
ability of the patient to utilize and store 
these elements, prolonged disturbances of 
any or all of these factors definitely deter- 
mine therapeutic response. 


TOXEMIAS OF LATE PREGNANCY 


Because of the tremendous hazard of 
toxemia of late pregnancy to both the 
mother and baby, careful records and ob- 
servations have been made on the signifi- 
cance of nutrition in regard to the develop- 
ment and management of this condition. It 
is our opinion, from the observation of 750 
unselected patients, representing both pri- 
vate and ward groups, that the so-called 
toxemia of late pregnancy is in reality a 
nutritional deficiency state. In this group 
of 750 patients there have been no cases 
of pre-eclampsia or eclampsia, and an in- 
cidence of only 4 per cent of mild toxemia. 
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The control cases show an incidence of 
0.6 per cent eclampsia, 7.9 per cent pre- 
eclampsia and 16 per cent mild toxemia. In 
the control group there was an incidence of 
59 per cent edema and 14 per cent hyper- 
tension (140/90 or more); 13 per cent of 
the study group had edema without hyper- 
tension and 4 per cent had hypertension 
(140/90 or more). 

The average gain of weight of the study 
group was 21.8 pounds; of the control 
group, 31.06 pounds. The average weight 
of the baby in the study group was 7.27 
pounds, in the control group, 7.1 pounds, 
including prematures. These figures, taken 
from Table 1, show that the excessive gain 
of weight and blood pressure elevations as- 
sociated with toxemia of late pregnancy 
were absent in the study group. Since the 
study group were given no therapeutic 
treatment other than persistent dietary in- 
structions and polyvitamin supplements, the 
importance of this factor seems obvious. 


TABLE 1.—SratisticAL DATA 








Control Group Study Group 











50) (750) 

No % No % 

Mild toxemia........ 120 16 30 4. 

Hypertension only.. 105 14 30 4 
Edema only....... 442 58.93 107 12.93 
Pre-eclampsia........ 59 7.86 0 o. 

Piclampeia.........55 5 0.66 0 0 

Maternal mortality... 0 0 0 0 
Infant mortality..... 41 5.46 3 0.4 
Ce rr 14 1.86 2 0.28 

UOTE ss sises es 20 2.66 0 0 
DIRUN C.s 6555 ses 20 2.66 2 0.28 

Prematures......>0+ oy 4.93 0 0 





Average weight gain. 31.06 pounds 


21.08 pounds 
Average birth weight. 7.1 7.27 





The retention of sodium, chlorine and 
water, as reported by Dieckmann and 
Kramer,’ would appear from our observa- 
tions to be the result of nutritional failure, 
since our study cases did not develop the 
incidence of these conditions as suggested 
by Dieckmann and Kramer. It is our be- 
lief that water and salt metabolism will 
probably remain normal and renal function 


will probably not be altered if an adequate 
nutritional level can be maintained through- 
out pregnancy. 

Since true toxemia of late pregnancy did 
not occur in this study group, we are in- 
clined to believe this condition is the re- 
sult of a nutritional deficiency with result- 
ant breakdown of cell metabolism. The oc- 
currence of the various types of toxemia de- 
pends upon the type of deficiency which is 
most marked, but basically all toxemias are 
the result of an underlying nutritional in- 
adequacy which has not been recognized 
or controlled. In all of our toxemias, wheth- 
er eclamptic, pre-eclamptic or definite mild 
toxemia of late pregnancy, nutritional de- 
ficiency signs and symptoms can be dem- 
onstrated to an advanced degree. However, 
sufficient data are as yet lacking to sug- 
gest the specific deficiency which pro- 
duces the various manifestations of the so- 
called toxemias. We are continuing studies 
on this problem, and a further report will 
be published. 


PREMATURITY AND INFANT MORTALITY 


In the 750 study cases there were no 
premature babies (based on the criteria of 
five pounds and under), the smallest baby 
weighing 6 pounds, 4% ounces. The gen- 
eral average for prematurity, as quoted in 
the literature, is between 5 per cent and 7 
per cent. The control series showed an in- 
cidence of prematurity of 4.9 per cent. This 
further demonstrates our belief that ade- 
quate nutrition in the mother directly af- 
fects the successful outcome in both mother 
and child. 

Although this series of 750 patients 1s 
relatively small, we are inclined to accept 
the findings as reported in Table 1, show- 
ing an incidence of only 3 babies lost (or 
0.4 per cent) with a corrected infant mortal- 
ity rate of 2 cases (or 0.28 per cent) and no 
stillbirths, as being of considerable signifi- 
cance. Because of the relatively small num- 
ber of cases studied and the possibility of 
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coincidence, we are not as yet prepared to 
offer any suggestions as to specific nutri- 
tional deficiency factors involved in the oc- 
currence of stillbirths or neonatal deaths. 
When a sufficiently large series of patients 
has been studied we will report further on 
this problem. . 

Weaver" states that “the largest single 
cause of infant mortality is prematurity,” 
which again emphasizes the necessity for 
adequate supervision of the maternal wel- 
fare in an effort not only to reduce mater- 
nal mortality and morbidity, but also to 
lessen the hazard to the baby, whether it be 
premature or full term. 
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Fig. 3. Optimum weight curve for pregnancy. Line 
6 represents gestation in weeks. The space indicated 
by the figure 7 represents the optimum gain (one-half 
pound per week) during the second trimester; the 
space indicated by the figure 8, the optimum gain (one 
pound per week) during the third trimester. 


OPTIMUM GAIN OF WEIGHT 


An optimum gain of weight in pregnan- 
cy is desirable from the standpoint of, both 
obstetrician and patient. By carefully observ- 
ing the tendency of the weight curve at any 
period in pregnancy considerable evidence 
canbe obtained as to the efficiency of the 
patient’s nutrition well in advance of other 
findings. Figure 3 shows what we believe to 
be an ideal weight curve, established on the 
basis of the patient’s nutritional needs and 
the metabolic demands of her pregnancy. 


SUMMARY 


The author presents a preliminary report 


on the significance of nutritional deficiency: 


in 750 obstetrical patients and an equal 
number of controls. A minimum optimum 
diet for pregnancy is suggested. 
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The incidence of nutritional deficiency 
signs and/or symptoms in these patients is 
reported; also the probable relationship be- 
tween nutritional deficiency and the devel- 
opment of the so-called toxemias of early 
and late pregnancy. 

The fact that no prematures (birth 
weight under five pounds) occurred in the 
study group strongly suggests the relation- 
ship between adequacy of maternal nutri- 
tion and the incidence of prematurity. Al- 
though the series is small, the absence of 
stillbirths and an incidence of only 0.4 per 
cent neonatal deaths are of probable sig- 
nificance. 

An optimum weight curve for pregnan- 
cy is offered. 
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RESUME 
La signification des défauts nutritifs 
pendant la grossesse 


L’auteur présente une rélation prélim- 
inaire sur la signification des défauts nutri- 
tifs en 750 malades obstétricales et dans un 
égal nombre de contrdles. Une minimum 
diete la meilleure pour la grossesse est pro- 

osée. 

L’instance de signes de défauts nutritifs 
et/ou symptomes dans ces malades est 
réportée et aussi le probable rapport entre 
defauts nutritifs et le développement des 
ainsi dites toxiemies de la premiére ou 
tardive grossesse. 

Le fait qu’aucun prématuré (poids a la 
naissance sous le 5 livres) nacquit dans le 
group ¢tudié suggére beaucoup un rapport 
entre nutrition materne suffisante et in- 
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The control cases show an incidence of 
0.6 per cent eclampsia, 7.9 per cent pre- 
eclampsia and 16 per cent mild toxemia. In 
the control group there was an incidence of 
59 per cent edema and 14 per cent hyper- 
tension (140/90 or more); 13 per cent of 
the study group had edema without hyper- 
tension and 4 per cent had hypertension 
(140/90 or more). 

The average gain of weight of the study 
group was 21.8 pounds; of the control 
group, 31.06 pounds. The average weight 
of the baby in the study group was 7.27 
pounds, in the control group, 7.1 pounds, 
including prematures. These figures, taken 
from Table 1, show that the excessive gain 
of weight and blood pressure elevations as- 
sociated with toxemia of late pregnancy 
were absent in the study group. Since the 
study group were given no therapeutic 
treatment other than persistent dietary in- 
structions and polyvitamin supplements, the 
importance of this factor seems obvious. 


TABLE 1.—SratistICAL DATA 








Control Group Study Group 
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Mild toxemia........ 120 16 30 4. 
Hypertension only. . 105 14 30 4 
Edema only....... 442 58.93 107 12.93 
Pre-eclampsia........ 59 7.86 0 0 | 
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Maternal mortality... 0 0 0 0 
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Average weight gain. 31.06 pounds 21.08 pounds 
Average birth weight. 7.1 7.27 





The retention of sodium, chlorine and 
water, as reported by Dieckmann and 
Kramer,’ would appear from our observa- 
tions to be the result of nutritional failure, 
since our study cases did not develop the 
incidence of these conditions as suggested 
by Dieckmann and Kramer. It is our be- 
lief that water and salt metabolism will 
probably remain normal and renal function 


will probably not be altered if an adequate 
nutritional level can be maintained through- 
out pregnancy. 

Since true toxemia of late pregnancy did 
not occur in this study group, we are in- 
clined to believe this condition is the re- 
sult of a nutritional deficiency with result- 
ant breakdown of cell metabolism. The oc- 
currence of the various types of toxemia de- 
pends upon the type of deficiency which is 
most marked, but basically all toxemias are 
the result of an underlying nutritional in- 
adequacy which has not been recognized 
or controlled. In all of our toxemias, wheth- 
er eclamptic, pre-eclamptic or definite mild 
toxemia of late pregnancy, nutritional de- 
ficiency signs and symptoms can be dem- 
onstrated to an advanced degree. However, 
sufficient data are as yet lacking to sug- 
gest the specific deficiency which _pro- 
duces the various manifestations of the so- 
called toxemias. We are continuing studies 
on this problem, and a further report will 


be published. 


PREMATURITY AND INFANT MORTALITY 


In the 750 study cases there were no 
premature babies (based on the criteria of 
five pounds and under), the smallest baby 
weighing 6 pounds, 4144 ounces. The gen- 
eral average for prematurity, as quoted in 
the literature, is between 5 per cent and 7 
per cent. The control series showed an in- 
cidence of prematurity of 4.9 per cent. This 
further demonstrates our belief that ade- 
quate nutrition in the mother directly af- 
fects the successful outcome in both mother 
and child. 

Although this series of 750 patients is 
relatively small, we are inclined to accept 
the findings as reported in Table 1, show- 
ing an incidence of only 3 babies lost (or 
0.4 per cent) with a corrected infant mortal- 
ity rate of 2 cases (or 0.28 per cent) and no 
stillbirths, as being of considerable signifi- 
cance. Because of the relatively small num- 
ber of cases studied and the possibility of 
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coincidence, we are not as yet prepared to 
offer any suggestions as to specific nutri- 
tional deficiency factors involved in the oc- 
currence of stillbirths or neonatal deaths. 
When a sufficiently large series of patients 
has been studied we will report further on 
this problem. 

Weaver" states that “the largest single 
cause of infant mortality is prematurity,” 
which again emphasizes the necessity for 
adequate supervision of the maternal wel- 
fare in an effort not only to reduce mater- 
nal mortality and morbidity, but also to 
lessen the hazard to the baby, whether it be 
premature or full term. 
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Fig. 3. Optimum weight curve for pregnancy. Line 
6 represents gestation in weeks. The space indicated 
by the figure 7 represents the optimum gain (one-half 
pound per week) during the second trimester; the 
space indicated by the figure 8, the optimum gain (one 
pound per week) during the third trimester. 


OPTIMUM GAIN OF WEIGHT 


An optimum gain of weight in pregnan- 
cy is desirable from the standpoint of, both 
obstetrician and patient. By carefully observ- 
ing the tendency of the weight curve at any 
period in pregnancy considerable evidence 
can be obtained as to the efficiency of the 
patient’s nutrition well in advance of other 
findings. Figure 3 shows what we believe to 
be an ideal weight curve, established on the 
basis of the patient’s nutritional needs and 
the metabolic demands of her pregnancy. 


SUMMARY 


The author presents a preliminary report 


on the significance of nutritional deficiency - 


in 750 obstetrical patients and an equal 
number of controls. A minimum optimum 
diet for pregnancy is suggested. 








153 


The incidence of nutritional deficiency 
signs and/or symptoms in these patients is 
reported; also the probable relationship be- 
tween nutritional deficiency and the devel- 
opment of the so-called toxemias of early 
and late pregnancy. 

The fact that no prematures (birth 
weight under five pounds) occurred in the 
study group strongly suggests the relation- 
ship between adequacy of maternal nutri- 
tion and the incidence of prematurity. Al- 
though the series is small, the absence of 
stillbirths and an incidence of only 0.4 per 
cent neonatal deaths are of probable sig- 
nificance. 

An optimum weight curve for pregnan- 
cy is offered. 
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RESUME 
La signification des défauts nutritifs 
pendant la grossesse 


L’auteur présente une reélation prélim- 
inaire sur la signification des défauts nutri- 
tifs en 750 malades obstétricales et dans un 
égal nombre de controles. Une minimum 
diete la meilleure pour la grossesse est pro- 
posée. 

L’instance de signes de défauts nutritifs 
et/ou symptomes dans ces malades est 
réportée et aussi le probable rapport entre 
défauts nutritifs et le développement des 
ainsi dites toxiemies de la premiere ou 
tardive grossesse. 

Le fait qu’aucun prématuré (poids a la 
naissance sous le 5 livres) nacquit dans le 
group étudié suggére beaucoup un rapport 
entre nutrition materne suffisante et in- 
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stance de prématurité. Quoique la série est 
petite, l’absence de mort—nés et une in- 
stance de seulement 0.4% morts dans la 
période néonatale est probablement sig- 
nificative. 

Une courbe optimum pour le poids 
pendant la grossesse est donnée. 


ZUSAMMENFASSUNG 


Die Bedeutung von Unterernabrung bei 
Schwangerschaft 


Der Autor bringt einen einleitenden 
Bericht iiber die Bedeutung von Unter- 
ernahrung bei 750 schwangeren Patienten 
und eine ebensolche Anzahl von Kontrol- 
len. Es wird eine inial optimal Diat fiir 
Schwangerschaft vorgeschlagen. 

Es wird iiber das Auftreten von Unter- 
ernahrungzeichen und/oder Symptomen 
bei diesen Patienten berichtet; ebenso iiber 
die wahrscheinlichen Zusammenhange von 
Unterernihrung und dem Auftreten von 
sogenannten Toxaemien der friihen und 
spaiten Schwangerschaft. 

Der Umstand, das unter den studierten 
Fallen keine Frihgeburten (Geburtsge- 
wicht unter 5 Pfund) auftraten, weist sehr 
auf den Zusammenhang, zwischen ent- 
sprechender Ernahrung der Mutter und 
dem Auftreten von Frihgeburten, hin. 
Obwohl die Serie klein ist, scheint die 
Abwesenheit von Totgeburt und ein 
Auftreten von prenatalen Tod in nur 0.4%, 
von Bedeutung zu sein. 

Es wird eine optimale Gewichtskurve 
fiir Schwangerschaft gegeben. 


SUMARIO 


La significancia de la nutricion deficiente 
en la prenez 


E] autor presenta un reporte preliminar 
de la importancia de la nutricién deficiente 
en 750 pacientes obstétricos y un igual 
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numero de controles. Es sugerida una dieta 
minima y optima. 

Son reportados los signos y sintomas de 
pacientes obstétricos con una deficiente 
nutricion asi como las probables relaciones 
entre la deficiencia de la nutricién y la 
presencia de las llamadas toxemias, al prin- 
cipio y al final de la prefiez. 

El hecho de que no hubo. nacimientos 
prematuros en el grupo estudiado es una 
fuerte razon para pensar que hay una re- 
lacion entra una adecuada nutricién y los 
nacimientos prematuros (el peso de los 
recien nacidos fue arriba de 5 libras). Sin 
embargo la serie es pequefia, pero la ausencia 
de abortos y un 0.4 por ciento de muertes 
en los recien nacidos es probablemente sig- 
nificante. La curva de peso Optimo en la 
prefiez es presentado. 


RIASSUNTO 


Il significato delle deficenze nutritive in 
gravidanza 


L’A. presenta una relazione preliminare 
sul significato delle deficenze nutritive in 
750 malate ostetriche ed un numero eguale 
di controlli. Viene suggerita una minima 
dieta ottima per la gravidanza. 

L’occorrenza di segni di deficenze nutri- 
tive e/o sintomi in questi pazienti viene 
riportata ed anche il probabile rapporto tra 
deficenze nutritive e lo sviluppo delle cosi 
dette tossiemie della prima o tarda gravi- 
danza. 

Il fatto che nessun prematuro (peso alla 
nascita sotto le 5 libbre) nacque nel gruppo 
studiato suggerisce fortemente un rapporto 
tra nutrizione materna adequata e occorenza 
di prematurita. Benché la serie sia piccola, 
lassenza di nati morti e l’occorenza di solo 
0.4% di morti in periodo neonatale é prob- 
abilmente significativa. 

FE offerta una curva ottima per il peso 
durante la gravidanza. 

















A Better Technic in Operating for Appendicitis 






W. WAYNE BABCOCK, M.D., F.A.C.S.* 
PHILADELPHIA, PENNSYLVANIA 


ATIENTS die of appendicitis be- 

cause the appendix is not removed 

soon after the start of inflammation 
or at a time of minimal operative danger; 
they also suffer, and not infrequently die, 
as a result of the technic of the operating 
surgeon. Even with an interval appendec- 
tomy the operation is often more disabling 
than necessary. If the appendical inflamma- 
tion has not involved the peritoneum, the 
operation should rarely be followed by 
wound infection, peritoneal adhesions, 
weakness of the abdominal wall with pos- 
sible resultant hernia or mutilating abdomi- 
nal scar. 

A gangrenous appendix or one in the 
early stages of perforation, the peritoneal 
exudate being odorless, serous or seropuru- 
lent, is to be removed with the least possi- 
ble exposure of the layers of the abdominal 
wall. Drainage usually is unnecessary. If the 
peritoneal exudate is fairly purulent, odor- 
ous or associated with layers of plastic exu- 
date or possibly a free fecalith, drainage is 
indicated, usually with—sometimes without 
—the removal of the appendix. Even with 
drainage, however, a hernia should rarely 
follow. 

DRAINAGE 


The drain should cause so little irritation 
that limiting adhesions are formed, if at all, 
only after the general peritoneal cavity has 
been evacuated of septic material. A great 
fault of the conventional drains of gauze or 
rubber is the peritoneal reaction they in- 
voke~a reaction that quickly walls off the 
drain but leaves outlying pockets which re- 
tain septic material barred against evacua- 


*Department of Surgery, Temple University, Philadelphia. 


tion. Such drains fix infection in areas that 
otherwise would be cleared spontaneously, 
and they carry bacteria from without into 
the depths of the abdomen. The early re- 
moval of an adherent gauze drain tears open 
occluded lymph and blood vessels and has 
been followed repeatedly by a fatal bac- 
teremia. A gauze or cigarette drain, placed 
to the bottom of the pelvis, leads to loss of 
endothelium, and to plastic exudate and 
granulation tissue formation in which bac- 
teria become enmeshed. The drain thus has 
fixed the infection in the pelvis, which is 
cleared only by the slow processes of 
liquefaction and evacuation, leaving behind 
well-organized adhesions. 


It has been my observation that when a 
cigarette or rubber drain is carried to the 
bottom of the pelvis, a secondary pelvic ab- 
scess follows more frequently than when 
the drain is introduced only to the appen- 
dical stump. 

For over six years we have had the op- 
portunity to observe the reaction of the 
human peritoneum to large and small drains 
made of glass. Despite the contact with air 
through a glass-tube drain, the peritoneum 
shows little or no redness even after sev- 
eral days. When the glass drain is with- 
drawn, plastic adhesions usually are absent, 
so that the underlying and adjacent intes- 
tinal coils have a shiny peritoneal surface 
and are not adherent. Experimentally, seg- 
ments of glass tubing left in the closed ab- 
dominal cavities of dogs for two weeks 
cause neither adhesions nor exudate. In con- 
trast, segments of rubber tubing, gauze, 
lucite and other plastics are encased in dense 
adhesions, and ulceration into contiguous 
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bowel is often found to have started. 

Guided by these observations, we have 
changed radically our methods of abdomi- 
nal drainage. Rubber-tube drains are no 
longer used in the free peritoneal cavity. 
Gauze is used to control oozing or to stimu- 
late adhesion formation, but not for free 
drainage. Only perforated tubes of glass or 
alloy steel are employed, for from rustless 
or alloy steel of the 18-8 formula there is a 
lack of peritoneal irritation approximating 
that of glass. Unless free drainage will oc- 
cur by gravity, continuous suction through 
a separate inner tube is always used. Ac- 
cumulative experience has shown that it is 
possible to drain the entire peritoneal cav- 
ity by such drains when properly placed. 

Pus, blood and visceral leakage are first 
evacuated, followed by serous exudate, 
which tends to become clear and odorless, 
the drainage then diminishing in quantity. 
Thus we have seen fecal particles aspirated 
with the serous exudate as late as the fourth 
day after operation for ruptured colon, 
followed by decreasing amounts of clear, 
odorless serum and finally by cessation of 
drainage, whereupon the drains were with- 
drawn. In other words, the peritoneum is 
enabled to wash itself free of contamination 
by exuded serum. This is in pleasing con- 
trast to the usual experience with gauze or 
rubber drains in peritonitis, which tend to 
contain thicker and more fetid pus the long- 
er they are left in place. 

Figure 1 illustrates the advantage of the 
technic in cases of diffuse purulent appen- 
dicitis. A perforated appendix was removed 
through a 2.5-cm. muscle-splitting incision 
without any attempt to mop or aspirate the 
free pus from the abdominal cavity. A glass 
suction or “sump” drain was carried through 
the small abdominal wound to the floor of 
the pelvis. The deeper layers of the wound 
were not sutured and the patient was re- 
turned to bed. Continuous aspiration was 
applied to the inner tube of the drain. One 
hundred and eighty cc. of odorous pus was 


promptly evacuated through the drain and 
by the third day the drainage was clear, 
odorless serum; this having ceased by the 
fifth day, the glass tube was removed. By 
the eighth day the wound was clean and 
nearly closed; the patient, afebrile since the 
third day, was permitted to go home on the 
tenth day. 





Fig. 1—Wound from the removal of a perforated 
appendix associated with diffuse purulent peritonitis 
and pus-filled pelvis, seven days after operation, show- 
ing aspirating glass drain removed. The patient was 
discharged with healed wound ten days after opera- 
tion. 


Had a gauze or cigarette drain been used, 
the evacuation of pus would have been in- 
adequate; the peritoneum would not have 
had the same opportunity to cleanse itself 
of pus by a secondary outpouring of serum; 
and adhesions to the gauze would have 
rendered the removal of the drain during 
the early days painful and dangerous from 
the opening of lymph channels. For safety 
the drain would have been left in—an odor- 
ous, purulent plug—until the seventh to 
ninth day, and on removal the elements for 
a secondary peritoneal fixation drainage ab- 
scess would have remained. 


SUTURES 


It should be remembered, in operating 
for appendicitis, that the smaller the wound 
the less the area exposed to infection, and 
that a spreading pyoderma of the abdomi- 
nal fat occasionally has caused death. It is 
often best, therefore, not to close the skin 
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or fatty layer that has been exposed to con- 
tamination. If there is sepsis, it is an advan- 
tage to have the wound so small that su- 
tures are not required. Sutures tend to 
carry infection from the surface of the 
wound into deeper tissues. They also close 
off contaminated areas which should have 
free vent, and reduce the vital resistance of 
the part by pressure. 

Catgut particularly induces a distinct in- 
flammatory and necrotic reaction; and 
when used as a continuous suture, frequent- 
ly carries infection from one end of the 
wound to the other. Silk and linen sutures 
hold infection and often are responsible for 
secondary abscesses and purulent sinuses 
that persist until they are removed. Non- 
irritating metallic sutures and ligatures, of 
which annealed rustless steel wire is most 
practical, may be retained. They do not 
favor or transmit infection, and neither do 
they delay healing; and if the ends are tied 
and cut short, rarely cause secondary ab- 
scesses or sinuses. 

Dr. Thomas Jones of the Cleveland Clin- 
ic reports 33 per cent of infections from 
closing the abdomen with catgut after re- 
section of the large bowel, 17 per cent of 
infections when the wounds were closed 
with catgut and alloy steel wire, and one 
infection in over one hundred cases when 
only alloy steel wire was used. 


OPERATIVE PROCEDURES 


The incision should be of the muscle- 
splitting type. The McBurney incision, 
otherwise excellent, failed to carry the 
muscle-splitting principle to the skin and 
superficial fascia, which should be divided 
nearly transversely or in the line of skin 
cleavage. Such transverse incisions heal 
more rapidly than oblique ones and leave a 
linear scar. The incision is started about 2 
cm. medial to the right anterior superior 
iliac spine and carried directly to the left 
for a distance of from 2 to 5 cm., depend- 
ent upon the thickness of the abdominal 
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wall and the operator’s experience. Unless 
the patient is very obese or operative com- 
plications develop, it rarely is necessary to 
exceed 5 cm. (2 inches). 

The subcutaneous fascia is entered but 
not completely divided, for it here con- 
tains the recurrent branch of the circumflex 
iliac artery, which may be pushed aside and 
not divided, enabling the abdomen to be 
opened without hemorrhage or the need of 
ligatures, an especial advantage in a septic 
case. The abdominal layers are now sepa- 
rated successively and bloodlessly by the 
blunt ends of a narrow-bladed Mayo scis- 
sors, a method used brilliantly by Robert 
Morris. Each layer is entered in turn and, 
as the scissors are spread separating the 
fibers, small retractors hold back the layer, 
exposing that beneath. As many hospitals 
have no small retractors satisfactory for this 
service, we have had special ones made, or 
simply bend the handles of a pair of tea- 
spoons. 

Without introducing the hand, the ce- 
cum or ascending colon is located by its 
longitudinal bands, one of which is grasped 
by a small, nontraumatizing viscera forceps. 
The bowel is slid cephalad within the 
small incision and a lower point on the 
longitudinal taenia is grasped by a second 
viscera forceps as the first forceps is re- 
moved; the maneuver is repeated until the 
base of the appendix is brought into view. 
In like manner, one “walks down” the ap- 
pendix until its tip is exposed and delivered. 
The mesoappendix then is clamped and di- 
vided from without inward, enabling the 
appendix to be delivered through the 
wound. The base of the appendix, having 
been doubly ligated, then is divided with a 
cautery and the segments of mesoappendix 
ligated in sections with one of the ligatures 
to the stump. 

An experience of many years has shown 
how unnecessary it is to use a pursestring 
suture in the cecum. Indeed, such a suture, 
in passing through Peyer’s patches in the 
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cecum, may drag bacteria into the incision 
and increase the danger of wound infec- 
tion. 

Should the patient have a diffuse puru- 
lent peritonitis and be too ill for a formal 
operation, a stab wound is made under local 
anesthesia and one or two sump drains (5 
or 10 mm.) carried to the bottom of the 
pelvis or to the proper dependent portion 
of the abdomen, thus freeing the abdominal 
cavity of purulent exudate by continuous 
aspiration. Figure 2 illustrates a diagnostic 
suction aspirator introduced for such a pur- 
pose. 





Fig. 2—Diagnostic aspiration and evacuation of the 
peritoneal cavity through a stab wound or trocar 
puncture. This is a simple bedside procedure for the 
introduction of sump drains when a patient with dif- 
fuse purulent peritonitis is considered too ill for a 
formal operation. 


Summarizing, then, a modification of the 
McBurney and Morris operations for ap- 
pendectomy is advocated, using a small in- 
cision and restricted intra-abdominal ma- 
nipulation when there is peritonitis, and 
eliminating all adhesion-producing drains. 
The danger of secondary abscess and other 
complications is largely overcome by using 
nonirritating drains with constant peri- 


toneal aspiration. One or more small suc- 
tion drains are introduced immediately, 
even at the bedside, through a small stab 
wound or trocar puncture in all cases of 
advanced peritonitis. The operation for re- 
moval of the appendix then may be de- 
layed with much greater safety until the 
general peritonitis has subsided. 


SUMMARY 


The author discusses improved operative 
and postoperative technics for the reduc- 
tion of death and disability in appendicitis. 
Because of the peritoneal reaction of con- 
ventional drains, he strongly advocates the 
use of small, double suction drains of glass 
or rustless steel. The advantage of annealed 
alloy steel wire for suturing 1s set forth. A 
short, muscle-splitting incision is advocated, 
and other steps in operative technic are de- 
scribed in detail. 

RESUME 

Une meilleure técnique en opérant pour 

appendicite 

L’auteur discute des téchniques opéra- 
tives et postopératives améliorées pour la 
réduction des morts et des disabilités dans 
l’appendicite. A cause de la réaction peri- 
tonéale avec les drainages usuels, il defend 
fermement l’usage de petits doubles drain- 
ages a succion de verre ou d’acier inoxid- 
able. L’avantage des fils d’alliage d’acier 
récuit pour les sutures est mis en évidence. 
Une incision courte qui divide les muscles 
est avisée et des autres points dans la téch- 
nique opérative sont décrits en détail. 


ZUSAMMENFASSUNG 


Eine bessere Technik der Blinddarmoper- 
ation 


Der Autor bespricht eine verbesserte 
operative und postoperative Technik, zur 
Herabsetzung von Todesfallen und Arbeit- 
sunfahigkeit bei Appendicitis. Wegen der 
peritonalen Reaktion der gebrauchlichen 
Drains, empfiehlt er bestens den Gebrauch 











von kleinen Doppels-augungs-Drains aus 
Glas oder rostfreiem Stahl. Der Vorteil von 
ausgegliihten Stahllegierungs draht als Naht- 
material, wird betont. Es wird eine kurze 
muskelspaltende Incision empfohlen und 
andere Schritte der Operation werden ins 
Detail beschrieben. 


SUMARIO 
Una mejor técnica en la operacion de 
las apendicitis 


F] autor discute técnicas operatorias y 
post-operatorias, reduciendo de este modo 
la muerte e iricapacidad en las apendicitis. 
En la reaccién peritoneal es costumbre 
drenar, sugiere el uso de doble drenaje por 
succion, utilizando pequefios tubos de vid- 
rio o metal inoxidable. Son sefialadas las ven- 
tajas de suturar con al ambre metalico in- 
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oxidable. Propone la separacién del mus- 
culo oblicuo en la técnica operatoria son 
descritos en detalle. 


RIASSUNTO 
Una tecnica migliore nell operazione 
per appendicite 


L’A.discute le tecniche operative e post- 
operative migliorate per la riduzione delle 
morti e disabilita nell’appendicite. A causa 
della reazione peritoneale dei drenaggi 
usuali egli consiglia fortemente l’uso dei 
piccoli drenaggi doppi a suzione, di vetro o 
di acciaio inossidabile. I] vantaggio del filo 
di lega di acciaio temperato per sutura vien 
messo in evidenza. E consigliata un’incis- 
ione corta che divida la muscolatura e altri 
punti nella tecnica operativa sono descritti 
in dettaglio. 


INTERNATIONAL ASSEMBLY 


Associate Members, Members and Fellows desiring to 


present papers at the International Assembly of the Inter- 


national College of Surgeons to be held in Mexico City, 


Mexico, from August 10 to 14, 1941, will please communicate 


at once with Dr. Desiderio Roman, 250 South 17th Street, 


Philadelphia, Pennsylvania, Chairman of the Program Com- 


mittee for the United States. 








Strangulated Richters Femoral Hernia 


WITH REPORT OF A CASE* 


S. L. GOVERNALE, M.D., M.LCS., S. S. MARKIEWICZ, M.D., 
and A. J. ROTONDI, M.D. 


CHICAGO, ILLINOIS 


INCE Richter’s hernia is found with 
greater frequency than is generally 
believed, a review of the literature on 

the subject together with the report of a 
case seems to be warranted. 


REVIEW OF THE LITERATURE 


Although strangulation of a protrusion 
containing only a portion of the circumfer- 
ence of the intestinal wall was described by 
Hildanus’ as far back as 1606, Richter’ in 
1778 was probably the first to give a com- 
plete and accurate description of the path- 
ological entity which now bears his name. 
By Richter’s hernia is meant an unusually 
small rupture in which only part of the 
caliber of the gut is protruded. Prior to the 
recognition of the well-known congenital 
diverticulum of the ileum by Meckel’ in 
1815, much confusion existed in the litera- 
ture concerning the nature of this hernia. 
Asa result, Littre’s hernia (hernia of Meck- 
el’s diverticulum), Richter’s hernia and in 
fact many incomplete hernias were con- 
sidered one and the same condition. 

To Treves* must be given the credit not 
only for reaffirming Richter’s original de- 
scription but also for elucidating the equiv- 
ocal concept which predominated in the 
minds of many surgeons. Thus, after an ex- 
haustive review of the early literature up to 
1886, he was able to collect 80 reported 
cases, 53 of which met with his approval ‘for 
satisfactory identification and study. That 
his compilation was not in vain but was re- 
ceived with enthusiasm by his colleagues is 


*From the Surgical Department of St. Bernard’s Hospital and 
Loyola University, Chicago, Illinois. 
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proved by the fact that shortly after his 
survey several other authentic papers were 
written, among which were two cases of 
Fowler,’ who likewise made an exhaustive 
review of the literature up to 1899. From 
the latter date to 1928, Rhodes’ collected a 
total of 45 cases which had been added to 
the literature during that period. Since 
Rhodes’ report included several cases of 
supposedly Littre’s hernia, it is reasonable 
to infer that even as recently as ten years 
ago, some of the confusion which was ap- 
parent in the early literature still persisted. 

However, with more recently reported 
cases of Bissell,’ Pearse,* Cody’ and oth- 
ers," the morbid anatomy and symptom- 
atology upon which the diagnosis depends 
have been interpreted so unanimously that 
the ambiguity which formerly existed may 
soon become a thing of the past. To date, 
if the statistics are correct, a total of 117 
cases, including our own, have been com- 
piled from both the foreign and domestic 
literature. Undoubtedly, there have been 
many more cases not reported in the litera- 
ture. 


ANATOMY 


A brief review of the anatomy of the 
structures involved will facilitate the under- 
standing of the acting mechanism and the 
proper repair. 

The femoral canal is a narrow passage 
which begins in the femoral ring and ends 
in the fossa ovalis. Its proximal end is 
bounded anteriorly by the inguinal (Pou- 
part’s) ligament, posteriorily by the origin 
of the pectineus muscle from the pubis, 

















Fig. 1. A. represents N. femoralis; B., A. femoralis ; 
C., V. femoralis; D., annulus femoralis. Relationship 
of the blood vessels and nerve with the femoral canal. 


medially by the lacunar (Gimbernat’s) liga- 
ment and laterally by the femoral vein. ‘The 
femoral vessels lie on a muscular floor com- 
posed of the iliacus, psoas and pectineus 
muscles and separated from them by a 
tough fascia which surrounds the muscle 
and becomes a part of the femoral sheath. 
The latter is a conical, membranous cover- 
ing of the vessels and is derived from the 
fascial lining of the abdominal cavity. As 
the femoral vessels pass from the abdomen 
into the femoral (Scarpa’s) triangle, the 
transversalis fascia is carried distally in front 
of them and the iliac fascia behind them. 
At this point the sheath is divided into three 
compartments, a lateral compartment for 
the artery, an intermediate compartment 
for the vein and a medial compartment con- 
taining lymph vessels and fat. 

The femoral vein, therefore, is adjacent 
to the femoral canal; and as the hernial sac 
proceeds through the short canal and out 
through the fossa ovalis, it is in contact with 
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the terminal portion of the long saphenous 
vein which enters the femoral vein through 
the fossa ovalis. Thus the distal part of the 
canal is under cover of the fascia cribrosa, 
while the superior cornu of the falciform 
margin crosses over it and conceals the 
proximal portion. 

The structures which by their very na- 
ture take an active part in the mechanism 
of strangulation by producing unequal pres- 
sure on the walls of the incarcerated gut 
are: the falciform edge of the saphenous 
opening, the tense and sharp edges of the 
lacunar (Gimbernat’s) ligament, the pec- 
tineus fascia and Poupart’s ligament. 


ETIOLOGY 


The predisposing causes of Richter’s her- 
nia are identical with those of other types 
of hernia, the difference being merely in 
the mechanism. Even this is not the same 
in all cases, and in some instances it is en- 
tirely obscure so that one hypothesis would 
not explain all cases satisfactorily. However, 





Fig. 2. Artist’s conception of tumefaction in right 
groin. 
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long-standing reducible hernia, adhesions 
between the protruded bowel and sac, 
forceful taxis, attempts to reduce the hernia 
en masse, pressure from a truss over the 
area of the incarcerated gut and increased 
intra-abdominal pressure have all been fre- 
quently observed as the most probable 
causative factors. 


Incidence.—From the available statistics it 
would seem that Richter’s hernia is indeed 
rare; Cattell” was able to find only fourteen 
operations from 1899 to 1933. This does 
not necessarily represent the actual inci- 
dence of the disease, since many patients 
must have been seen and treated surgically 
or otherwise without being reported. 


Age.—Richter’s hernia is seldom encoun- 
tered in children (except for one case of a 
three-week-old Negro baby reported by 
Rhodes), and it rarely occurs before the 
twentieth year. 





° / 

Fig. 3. Normal relationship of the large bowel. H. 
indicates the ascending colon; I., the cecum; J., the 
splenic flexum; K., the descending colon; L., the sig- 
moid flextim. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 











Fig. 4. Artist’s conception of a herniated ascending 
colon in femoral canal with gangrene of the involved 
colon. H. represents the ascending colon and F., the 
point of obstruction. 


Sex.—Richter’s hernia occurs more fre- 
quently in women than in men, the ratio 
being anywhere from 2-1 to 3-1. 


. Area Involved.—The right side is more 
frequently involved than the left, and the 
femoral ring is the usual site, being involved 
in about go per cent of the cases. The in- 
guinal canal, the umbilical area, the obtu- 
rator canal, the epigastric and the intra- 
abdominal regions are next in frequency, in 
the order enumerated. 


Sac and Contents.—The sac is a protru- 
sion of the peritoneum through the femoral 
ring. The terminal ileum is the portion of 
the bowel most commonly strangulated. 
However, in rare instances the jejunum, the 
colon, the cecum and the appendix have 
been found strangulated instead of the ter- 
minal ileum. In our case the ascending colon 
was involved. 




















PATHOGENESIS 


One feature is invariably present: that is, 
the involved portion of the gut is always 
on the side opposite the attachment of the 
mesentery. This explains in part the latency 
of the symptoms, since the general circu- 
lation of the affected bowel is not totally 
impaired in the early stages. Another factor 
is the small size of the sac, which prevents 
the engagement of the entire circumference 
of the bowel. After forty-eight hours gan- 
grene usually supervenes. This is followed 
either by death from intestinal obstruction 
and peritonitis or by a subcutaneous rup- 
ture with the formation of a fecal fistula 
and spontaneous recovery. 


SYMPTOMATOLOGY 


The onset is variable and the symptoms 
are somewhat unreliable and misleading. In 
the large majority of cases there are mild 
and indefinite symptoms suggestive of only 
partial or beginning intestinal obstruction. 
Diffuse and colicky pain is usually present; 
occasionally it may be localized over the 
hernial ring involved. Intermittent vomiting 
is not infrequent, but severe stercoraceous 
vomiting is usually absent, even in the pres- 
ence of gangrene of the incarcerated seg- 
ment. There is usually constipation. If diar- 
rhea is present it is a bad omen. Rarely is 
there much mucus, flatus and melena. 

According to Scarpa,” when two-thirds 
of the affected bowel becomes constricted, 
symptoms of complete intestinal obstruction 
develop, as evidenced by persistent nausea, 
fecal vomiting, obstipation, hyperperistalsis 
and the general manifestations of shock. 
Unfortunately, such a complete clinical 
picture occurs in only 33 per cent of the 
cases. Were such a state of affairs present 
in the majority of cases, the seriousness of 
the accident would undoubtedly be appre- 
ciated earlier, and the high morbidity and 
mortality associated with this desperate sit- 
uation would be correspondingly lowered. 
Concomitant with the above symptoms 
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there is usually a generalized abdominal dis- 
tention and tenderness, the latter being par- 
ticularly marked over the involved ring. 
Impulse on coughing is conspicuous by its 
absence. The palpation of the strangulated 
intestine is rather difficult. To facilitate the 
maneuver, Foote” suggests standing on the 
side of the maximum tenderness and press- 
ing with the dorsum of the examining hand 
on the abdominal wall parallel to and about 
two inches above Poupart’s ligament. When 
the rectus has yielded, a firm, gradual cup- 
ping movement of the ulnar side of the 
hand toward the superior ramus of the pubis 
brings a distinctly palpable mass between 
the palpating hand and the pubis, just distal 
to the anterior superior spine. 


DIAGNOSIS 


Needless to say, the diagnosis is extreme- 
ly difficult, since only 50 per cent of the 
total reported cases had clear manifesta- 
tions of intestinal obstruction and a palpable 
mass in the suspected hernial ring. ‘To date 
the diagnosis has rarely been made preoper- 
atively, and some cases have not been rec- 
ognized even after surgical exploration. It 
is now generally agreed, however, that sus- 
picion of Richter’s hernia should be enter- 
tained whenever symptoms of intestinal 
obstruction develop in an individual who 
has had a long-standing reducible femoral 
hernia, especially if the illness persists, not- 
withstanding the apparent “successful” re- 
duction of the incarcerated mass. At this 
point it might be well to emphasize that 
frequent and futile attempts at reduction by 
manipulation are often responsible for the 
surgical delay, which could well be avoided. 

Not infrequently the presence of an en- 
larged tender gland, the result of inguinal 
adenitis over the hernial sac, has interfered 
with the early recognition of an underlying 
Richter’s hernia. Of Treves’s cases 18.4 per 
cent had such enlarged glands in the groin. 
Bissell is of the opinion that in such in- 
stances it is better to cut down to the in- 
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flamed lymph node than to miss the stran- 
gulated hernia. 

The leukocyte count is so variable under 
identical clinical conditions that many au- 
thors are inclined to place no value on its 
diagnostic significance. However, it would 
seem to us that the presence of leukocytosis 
associated with other abdominal symptoms 
should be regarded as corroborative evi- 
dence of some degree of peritonitis. 


PROGNOSIS 


The prognosis depends on several factors, 
but especially on the condition of the bowel 
wall. Generally speaking, the earlier the 
operation is performed, the better the im- 
mediate and remote outlook of the patient. 
The operative mortality in the early reports 
compared so closely with the mortality fol- 
lowing conservative management that there 
was considerable skepticism as to the treat- 
ment of choice. Bissell’s’ recent review, 
however, points out in no uncertain figures 
that the operative mortality has been re- 
duced from 56 per cent (Treves’s report) 
to 22 ae cent. Furthermore, practically 
none of those who survived the operation 
had a persistent fecal fistula, an unpleasant 
problem with which both the surgeon and 
patient will have to contend if the victim 
of the disease is allowed to rest on the “fate” 
of spontaneous ileostomy. 


TREATMENT 


Surgery is the treatment of choice and 
should be performed as soon as possible, so 
that if the loop of the affected bowel has 
not yet become gangrenous, a simple re- 
duction may be sufficient. Even if a little 
gangrenous pouch does form in the stran- 
gulated portion, Jones” thinks that it is not 
altogether unsafe to turn it in (invaginate) 
without too great reduction in the lumen. 
When the viability of a large portion of the 
bowel is doubted and the condition of the 
patient allows, resection of the involved 
loop followed by a side-to-side anastomosis 


is the best procedure. If the colon is in- 
volved, an end-to-end anastomosis is more 
easily performed. 

However, if the condition of the patient 
renders the radical procedure unusually 
dangerous, a two-stage method is advised. 
In the first stage an enterostomy is done, 
the gangrenous portion of the bowel being 
left engaged and a local incision made over 
the hernia as indicated. Thé criterion of this 
plan is suggested by the fact that when a 
spontaneous ileostomy is formed by itself, 
30 per cent of the patients recover without 
operation. In the second stage the affected 
segment is brought out, as in the Mikulicz’ 
operation, and the fistula is closed when the 
condition of the patient has improved. 


4 





nial sac (Richter’s Hernia). E. shows iliac fascia and 
Poupart’s ligament; F., the point of obstruction; G., 
the strangulated sigmoid. 


Some cases of Richter’s hernia have been 
subjected to abdominal exploration before 
the real pathology was discovered. Fortu- 
nately, even in such unexpected circum- 
stances, the hernia can and has been repaired 
intra-abdominally by inverting the sac and 
ligating the neck. 
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Fig. 6. Cross section of the thigh below Poupart’s 
ligament illustrating the anatomical relationship of 
the blood vessels, crural nerve and femoral canal. 
represents the crural nerve; B., the artery; C., the 
vein; D., the femoral ring; and E., Poupart’s liga- 
ment. 


CASE REPORT 


There follows a case of some interest 
which came under our observation. 


Miss M.I.S., aged 49, a telephone operator, was 
hospitalized for pernicious anemia in 1932. After 
treatment with parenteral liver extract for eight 
months, she obtained a complete remission which she 
still enjoys. With this exception her history contains 
no data of importance. 

In January, 1936, she first noticed a little lump, 
the size of a large olive, in the ri ight femoral region. 
It was painless and seemed to be reducible. She sought 
medical advice and a diagnosis of right femoral her- 
nia was made. Surgery was advised, but in view of 
her previous condition the operation was delayed. 

Seventeen months later, on May 13, 1937, at 7 a.m., 
she suddenly developed severe abdominal pain, nausea 
and vomiting. Almost simultaneously the mass in the 
right femoral region became painful and larger, reach- 
ing the size of a small orange. Persistent efforts to 
push back the incarcerated mass failed. Local applica- 
tion of heat seemed to relieve the pain for very short 
intervals, but the colicky exacerbations continued. Her 
bowels had not moved for two days. She took an 
enema but the results were unsatisfactory. 

The next day at 9 p.m. (38 hours after the onset) 
one of us (S.L.G.) was called to see her. The pain and 
other symptoms were more or less the same as on the 
previous day except that she was vomiting repeatedly. 
On physical examination she appeared acutely ill; her 
temperature was 100.8 F., pulse 120, respiration 20 and 
blood pressure 116/68. Her tongue was coated. There 
was no fecal odor to the breath. The chest was es- 
sentially negative. On abdominal examination she was 
found to be moderately distended. Visible peristalsis 
was questionable. The right lower quadrant was tender 
about 2 inches above Poupart’s ligament. Rigidity was 
absent. In the right femoral region there was a mass 
the size of a small orange (10 cm.). It was slightly 
reddened and shiny, with a suggestive flatulency. It 
was nonreducible, it did not pulsate and no bruits or 
peristaltic sounds could be heard. Rectal examination 
elicited tenderness on the right side. A diagnosis of 
Strangulated right femoral hernia was made and the 
patient was prepared for immediate surgery. 

On admission the white count was 18,300, red blood 


cells 3,460,000, hemoglobin 70 per cent and color in- 
dex 7. Urinalysis was negative. 

Under ethylene anesthesia a longitudinal incision 
was made over the mass directly below Poupart’s 
ligament. The sac was hemorrhagic and dark purple- 
brown in color. Upon opening it 60-75 cc. of foul- 
smelling serosanguineous fluid was evacuated. With the 
discharge of ‘iis fluid, a portion of the ascending 
colon came into view. It was gangrenous and engaged 
in the femoral ring. The adhesions around the ring 
were so marked that to free the intestine it necessi- 
tated not only preliminary enlargement of the ring but 
also a transverse section through Poupart’s ligament. 

With this out of the way, we noticed that the mes- 
enteric border of the involved portion of the colon was 
not included in the incarceration (Richter’s hernia). 
Hot sponges were applied for a few minutes but the 
circulation of the affected portion was so impaired that 
the gangrenous color failed to improve. Thus it was 
decided to do a resection, Five inches of the ascending 
colon was resected and an end-to-end anastomosis per- 
formed. The hernia was repaired in the usual anatomi- 
cal manner, except that in addition to the routine pro- 
cedure, the integrity of Poupart’s ligament had to be 
rebuilt. A small guttapercha drain was inserted and 
retained for 24 hours, when the serosanguineous dis- 
charge ceased. The usual postoperative measures were 
instituted, including the use of the Levine tube. The 
blood picture was found to remain within normal 
figures. Recovery was uneventful. 


SUMMARY 


Richter’s hernia is a surgical problem 
which should be considered whenever long- 
standing reducible femoral hernia comes 
under observation. The underlying pathol- 
ogy is strangulation, but since the symptoms 
of intestinal obstruction often do not appear 
until structural changes in the involved 
bowel have progressed to an almost irrepar- 
able point, the early preoperative diagnosis 
is rendered unusually difficult. Immediate 
surgery is the treatment of choice and when 
the viability of the incarcerated bowel is 
doubted, resection and anastomosis should 
be performed in all cases in which the con- 
dition of the patient permits. 

NOTE: The senior author wishes to thank Miss R. 
M. Tennyson for collaboration on the photography. 
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RESUME 
Hernie fémorale de Richter étranglée 


La hernie de Richter est un probleme 
diagnostique qui devrait étre consideré 
chaque fois qu’on observe une hernie fém- 
orale réductible de longue durée. La prin- 
cipale altération pathologique est |’étrangle- 
ment, mais puisque les symptomes d’obstruc- 
tion intestinale souvent ne apparaissent pas 
jusqu’a que modifications structurales dans 
la partie impliquée n’ont pas avan¢é jusqu’a 
un point presque irreparable, le diagnostique 
précoce préopératif est rendu extraordinaire- 
ment difficile. Immédiate chirurgie est le 
traitement de choix et lorsque la viabilité 
de l’anse incarcérée est douteuse les condi- 
tions du malade le permettent. 


ZUSAMMENFASSUNG 
Eingeklemmte Richter’sche Femuralhernie 


Die Richter’sche Hernie ist ein chirur- 
gische Problem welche, bei lange vorhan- 
dener reponierbarer Femuralhernie, in Er- 
wagung gezogen werden muss. Die zu 
Grunde liegende Pathologie ist eine Stran- 
gulation, da aber die Symptome des Darm- 





verschlusses oft erst dann auftreten weiun 
die strukturellen Darmveranderungen_be- 
reits irreperabel geworden sind, ist die Friih- 
diagnose ungewohnlich schwer. Sofortiger 
chirurgischer Fingriff ist die Methode der 
Wahl, wenn die Lebensfahigkeit des ein- 
geklemmten Darmstiickes in Zweifel steht, 
es soll eine Resektion mit nachfolgender 
Anastomose gemacht werden, wenn es der 
Allgemeinzustand des Patienten erlaubt. 


SUMARIO 
La hernia femoral estrangulada de Richter 


La hernia de Richter es un problema 
quirtirgico que se deberia considerar siem- 
pre que se observe una hernia femoral re- 
ducible de largo tiempo. La _patologia 
subyacente es la estrangulacién, pero como 
los sintomas de obstruccién intestinal con 
frecnencia no aparecen hasta que los cam- 
bios estructurales en el intestino complicado 
han progresado a casi un punto irreparable, 
el diagndstico temprano pre-operatorio se 
hace muy dificil. La cirujia inmediata es el 
tratamiento elegido y cuando se duda sobre 
la viabilidad del intestino estrangulado, se 
debe hacer la reseccién y anastomosis en 
todos los casos en que la condicién del pac- 
iente lo permita. 


RIASSUNTO 
Ernia femorale di Richter strozzata 


L’ernia di Richter é un problema chirur- 
gico che dovrebbe essere considerato ogni 
volta che si osservi un’ernia femorale riduc- 
ibile di lunga durata. La principale altera- 
zione patologica consiste nello strozzamento, 
ma poiché i sintomi di ostruzione intestinale 
spesso non appariscono fino a che modifica- 
zioni strutturali nella parte colpita non han- 
no progredito fino ad un punto quasi irre- 
parabile, la diagnosi precoce preoperativa é 
resa insolitamente difficile. Sollecita chirur- 
gia ¢ il trattamento di scelta e quando la 
viabilita dell’ansa incarcerata é in dubbio, si 
deve eseguire una resezione con anastomosi 
in ogni caso in cui le condizioni del paziente 
lo permettano. 
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Urinary Tract Pain 


HE management of urinary tract 


pain calls for diagnostic and surgi-. 


cal ability of a high order. The 
organs involved are not only difficult of 
access, but disturbed in their function of 
conveying the urine from the kidney to 
the point of elimination in the urethra by 
such forces as torsion, stretching, pressure 
from without, obstruction from within and 
spasmodic contraction—all of which result 
in pain. These forces must be determined. 

The character and intensity as well as 
the locale of the pain vary considerably. 
Perhaps the most frequently encountered, 
also the most severe, urinary tract pain is 
the characteristic, acute, debilitating renal 
colic; next in frequency is the dull ache, 
radiating to various parts of the abdomen, 
but not sharply localized; finally, there is 
the suprapubic pain, which may vary from 
a mere dull, uncomfortable sensation to the 
intensely severe pain associated with the act 
of voiding. This pain often extends by con- 
tiguity to the urethral meatus. 

The skilful urologist attaches consider- 
able importance to the character and site 
of the pain, both of which aid materially 
in the diagnosis. Thus renal colic is more 
than suggestive of pathology in the renal 
pelvis or the ureter. The suprapubic pain 
points to disturbance in the pelvic portion 
of the urinary tract, frequently the pros- 
tate; while the dull ache in the abdominal 
region points to abnormal conditions in the 
bladder or renal pelvis. 

Congestion, infection, obstruction, mal- 
position and nervous irritation are the 





etiologic factors involved in producing 
pain; they may lie within or without the 
urinary tract. These in turn are the result 
of basic factors with which the urologist 
has to deal. Outside of the urinary tract 
these factors are new growths, adhesions, 
fecal impactions, displacement of visceral 
organs and, in the female, pregnancy. With- 
in the urinary tract, the basic factors are 
renal calculi, new growths and foreign 
bodies. 

Each of these factors, as well as the con- 
ditions which follow in their wake, whether 
within or without the urinary tract, pro- 
duces its characteristic phenomena, though 
there may be considerable variation in the 
symptoms induced. 

Thanks to the vast progress that has been 
made in urologic technic in recent decades, 
the diagnosis can be made to a remarkable 
degree of exactitude. In perhaps no other 
field of surgery has precision instrumenta- 
tion been so widely employed as in urology. 
As a result, serious errors in diagnosis are 
very rare, and by the same token surgery 
achieves some of its most brilliant results. 

The great progress in urology of the 
present day had its inception with the 
epoch-making invention of the cystoscope 
by Nitze. Not alone for the conquest of 
urinary tract pain but for the removal of 
the pathologic factors which cause it, 
humanity in general and surgery in par- 
ticular owe much to Nitze and to those 
who followed him along the brilliant path 
to present-day urology. 
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Pascal Brooke Bland Is Dead 


HE death of a man so useful to his profession and so 
true to all the duties laid upon him cannot but be 
considered a serious loss to the community in which 

he lived and labored. 

The life he spent for others was not spent in vain. To 
him applies Heaven’s welcoming plaudit, “Well and faith- 
fully done, pass beneath the chastening rod; you have served 
vour fellow men, you have served your God.” 

This eulogium is for the quick, not for the dead. It is not 
an inconsolable lamentation, it is an affirmation to those who 
survive that our departed Associate, contemplating at the 
close of his life the monument of good deeds he had erected, 
might have exclaimed with the Roman poet, “I shall not 
wholly die.” 

The International College of Surgeons and the United 
States Chapter of the College, in official action: 

Resolve that in the death of Dr. Pascal Brooke Bland 
there has been lost to the community a brilliant surgeon, and 
to the profession one of its wisest counselors. His death is a 
distinct loss to the International College of Surgeons, of 
which he was an active and prominent member. 

It is further resolved that a copy of these Resolutions be 
sent to the family, and that they be published in the Memorial 
Number of the Journal of the International College of Sur- 
geons. 











Pascal Brooke Bland 


MD., F.ACS., FCS. 


Emeritus Professor of Obstetrics in the Jefferson Medical College Hospital 


ASCAL BROOKE BLAND, M.D., 

son of the late Caleb Harrison and 

Harriet Amelia Bland, was born in 
Monocacy, Berks County, Pennsylvania, 
on May 9, 1875. 

He was educated in the public and pri- 
vate schools of Montgomery County and 
Berks County, and received his medical 
degree from the Jefferson Medical College 
in 1901. He served his internship in the Jef- 
ferson Medical College Hospital in 1go1- 
1902. He did postgraduate work in Vienna 
and Berlin, and visited clinics in Leipzig, 
Dresden, Berne and Paris. He was personal 
assistant to the late Dr. Edward Emmett 
Montgomery. 

He married Susan Lukens Montgomery, 
the daughter of the late Dr. and Mrs. E. E. 
Montgomery, of Philadelphia, on Decem- 
ber 27, 1906. He had two daughters and 
one son: Mrs. J. Hamilton Coulter (Helen 
Buckley Bland), Harriet Harrison Bland 
and Edward Montgomery Bland. 


COLLEGE AND HOSPITAL CONNECTIONS 


Consulting obstetrician, the Jefferson Medical Col- 
lege Hospital. 

Associate obstetrician and _ gynecologist-in-chief, 
Philadelphia Lying-In Hospital. 

Consulting obstetrician, St. Joseph’s Hospital, Phil- 
adelphia. 

Consulting gynecologist, Jeanes Hospital, Fox 
Chase, Pennsylvania. 

Consulting obstetrician, Delaware County Hospital. 

Consulting obstetrician, Montgomery Hospital, Nor- 
ristown, Pennsylvania. 

Consulting gynecologist, Burlington County Hos- 
pital, Mt. Holly, New Jersey. 

Consulting gynecologist, Vineland Training School, 
Vineland, New Jersey. 

Consulting obstetrician and gynecologist, Beebe 
Hospital, Lewes, Delaware. 

Consulting obstetrician, Pottstown Hospital, Potts- 
town, Pennsylvania. 

Consulting gynecologist, Philadelphia Home for In- 
curables. 





SOCIETIES 

Fellow of the American Collegé: of Surgeons. 

Fellow of the American Association of Obstetri- 
cians, Gynecologists and Abdominal Surgeons. 

Diplomate of the American Board of Obstetrics and 
Gynecology. 

Member and ex-president of the Obstetrical Society 
of Philadelphia. 

Member of the American Medical Association. 

Member of the Medical Society of the State of 


Pennsylvania. 

Member of the Philadelphia County Medical So- 
ciety. 

Fellow of the College of Physicians of Philadel- 
phia. 


Fellow of the Royal Society of Medicine, London. 

Specialty Regent and First Vice-President of the 
International College of Surgeons. 

Member of the Pan-American Medical Association. 

Corresponding member of the Society for Clinical 
Study, Havana, Cuba. 

Foreign corresponding member of the Royal Medi- 
cal Society of Budapest, Hungary. 


SCIENTIFIC ORGANIZATIONS, CLUBS AND 


FRATERNITIES 


Society of Colonial Wars. 

Colonial Society of Pennsylvania. 

Pennsylvania Society, Sons of the Revolution. 

Sons of Union Veterans of the Civil War, Penn- 
sylvania Division. 

Academy of Fine Arts. 

Academy of Natural Sciences. 

Pennsylvania Historical Society. 

Philadelphia Art Museum (life member). 

Museum of the University of Pennsylvania. 

American Association for the Advancement ot 
Science. 

Franklin Institute. 

American Academy of Political and Social Science. 

Union League. 

University Club. 

Philadelphia Country Club. 

Alpha Kappa Kappa, medical fraternity. 

Thirty-second degree mason. 

Alpha Omega Alpha, honorary medical fraternity. 

Rotary International. 

Sons of The American Revolution. 


WORKS 

Textbook on Gynecology, Medical and Surgical. 
Third edition, 1938. F , 

Textbook on Obstetrics for Students and Practi- 
tioners. Third edition, 1938. 

Numerous papers on obstetrics and gynecology. 

Office: 1621 Spruce Street, Philadelphia, Pa. 

Home: 17 St. Asaphs Road, Bala, Pennsylvania. 
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Pascal Brooke Bland—The Man 


HE past twenty-five years have 

seen vast changes in medical peda- 

gogy—the most important of which 
has been the progressive development from 
purely didactic methods of student instruc- 
tion to the present concept of bedside teach- 
ing. During the same period of time and 
necessarily paralleling these changes in ped- 
agogical philosophy, a metamorphosis in 
medical teachers has occurred. This has 
been particularly evident in the case of the 
heads of departments. 

Of former times the “professor” was an 
aloof personage, a center about whom the 
lesser members of a department revolved 
like so many satellites. If he were a surgeon, 
he took upon himself all of the depart- 
mental surgery. If he were an internist, he 
saw to it that all consultation work came 
to his hands. He did the spectacular things, 
kept his name before the public to the ex- 
clusion of all others and delegated to his 
associates only the chores. The gap be- 
tween the head of the department and the 
next in position was always kept wide 
enough to insure against any encroachment 
upon the major light. Too great activity or 
demonstration of initiative on the part of 
younger members of a staff was frowned 
upon rather than encouraged. 

This state of the profession was the re- 
sult not of any peculiar cupidity on the 
part of medical leaders, but rather of a de- 
plorable system by which such concepts of 
departmental organization were handed 
down from generation to generation. One 
of the common causes for such lack of vis- 
1on on the part of departmental leaders was 
the advanced age at which most of them re- 
ceived their appointments. 

’ Apparently it was not conceivable that 
a man be appointed to an administrative 








position not only until he had served a nor- 
mal apprenticeship, but had also spent many 
years in servile tasks and unstimulating 
routines, with the result that the adaptable 
and energizing years of his life had passed 
before opportunity came. 

In the present state of medical education 
it is hard for the young physician to real- 
ize things as once they were, or to under- 
stand the great steps that have led to the 
advantageous features of our present medi- 
cal curriculum. It is worth while to pause 
for a moment and contemplate the life of 
a man who played no small part in this 
period of change, and whose tremendous 
potentialities were almost overlooked. 

It was in this changing world of medi- 
cine and medical teaching that Pascal 
Brooke Bland set forth upon his profession- 
al career. Two circumstances favored his 
early professional development. The first 
of these was the fact that he had as a pre- 
ceptor a man of more than ordinary vision 
for this time—E. E. Montgomery, Profes- 
sor of Gynecology in the Jefferson Medical 
College. The second was the fact that Dr. 
Bland brought to his life’s task a sturdy 
physique, abounding energy, and an in- 
domitable determination to correct some 
of the evils which he saw about him. 

His ability was great, his rise in his pro- 
fession was rapid, and his accomplishments 
were many; but the crowning achievement 
of his career was his deportment when 
finally his administrative and teaching abil- 
ities were recognized and he was elevated 
to the position of Professor of Obstetrics in 
his Alma Mater. 

This appointment came later in life than 
might have been desired and was accom- 
panied by a division of work which was not 
as much to his liking as pure surgery of 
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women. Nevertheless he seized upon his 
new duties with that restless energy and 
spirit of idealism which characterized all of 
his activities. He determined at all costs to 
make of his department the best that money 
and effort could provide, and his expendi- 
ture of both commodities set new stand- 
ards and new records in the history of the 
Jefferson Medical College. 

I know what this project meant, for I 
was with him from the outset. Nothing was 
to remain unchanged if it could be im- 
proved by alteration. Out went the anti- 
quated furnishings. In came new tables, 
new beds, new pelves, new manikins; and 
all the paraphernalia which are necessary to 
maintain a high degree of technical effic- 
iency. 

I can see him now coming into the dis- 
pensary as we were examining our prenatal 
cases, his keen eyes surveying the progress 
that had been made and searching for the 
improvements that were still needed. A 
note book and pencil in hand, he jotted 
down each day a new list of the materials 
to be obtained. Then he canvassed the 
stores of Philadelphia to find them. Thus 
it was with each phase of the departmental 
work. 


He had made up his mind that nothing 


would interfere with his department’s be- ~ 


coming the best that the college had to 
offer. Teaching was not easy for him, but 
arduous preparation made of his obstetrical 
clinics the most engaging of the senior cur- 
riculum. Time was a limited commodity, 
but in spite of it he wrote two textbooks on 
the respective phases of his specialty and 
contributed substantially to current medi- 
cal literature. 

Nor was his department all stone and 
mortar, stainless steel and spotless tile. Dr. 
Bland had the engaging faculty of attract- 
ing to him younger men and encouraging 
their better efforts. He assigned responsi- 
bility, he watched with pleasure the de- 
velopment of his associates, and nothing ac- 





corded him more delight than to observe 
accomplishment. 

It was small wonder that his department 
became the favorite of students, the admira- 
tion of alumni, and the mecca of visitors 
from distant parts. 

Throughout those twelve years there 
was much that all of us learned of adminis- 
trative organization, of technical proced- 
ure, of diagnosis, and of surgical judgment. 
It is unfortunate that there is no complete 
chronicle of the countless unusual cases, 
obstetrical and gynecological, which passed 
through the wards and private rooms of the 
Jefferson Hospital during Dr. Bland’s re- 
gime. I dare say few clinics could have riv- 
alled the demonstration of reproductive 
pathology which Dr. Bland was able to 
present in his operative suite in a single 
morning. 

However, when I write of obstetrical 
pathology and of obstetrical technic I wan- 
der from my theme, for I was asked to tell 
something of Dr. Bland, the man. But a man 
and his work are indissoluble and what I 
have already said is probably as indicative 
of character as what follows. 

Other clear pictures come to mind in- 
delibly impressed in memory: a sun-splash- 
ed stone terrace and tables gleaming with 
white linen; around these, young men and 
older men—students and their teachers; 
happy careless voices in the spring time, 
the year’s work nearly over; at the head a 
genial host flanked on either side by friend- 
ly visitors—admirers from afar. Strains of 
an accordion, fragments of conversation— 
“have you see that new case in the ward” 
—“it won’t be long now”—“you know it’s 
ten years”’—“Fellow members of the 
staff—.” Greetings—farewells—and another 
year had passed. 

Voices sound along the hospital corridor 
and in a moment a little train of physicians, 
visitors, and interns makes its appearance. 
In the center is a stalwart figure, gesticulat- 
ing, explaining some bit of technical pro- 
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cedure as the others lean forward to catch 
his every word. He has spent the morning 
in the operating room, he is demonstrating 
cases from room to room and ward to ward. 
He will take his visitors to the out-patient 
department, he will show them his pride 
and joy—the library of the College, he will 
have them to luncheon. Hours later he will 
arrive at his office and plunge into the care 
of the accumulated and patiently waiting 
subjects of his private practice. No man 
gave more to the transient visitor, the re- 
turning alumnus, or his fellow physician. 
Years pass, and the flame which seems 
undimmed, which burned so brightly and 
so constantly, now feeds upon the wick— 
its fuel devoured. This leader of men, im- 
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posing even in illness, lies propped up in 
bed. His eye brightens, his animation re- 
turns as he talks with one of the younger 
members of his staff. This young man’s 
problems and plans and ambitions are his 
own; he has helped him over difficulties and 
up the tortuous path, and now in thoughts 
he lives again and strives and climbs, and 
himself engages in the white heat of strug- 
gle. Doubtless those were the years, the 
happiest years of all. 

Thus are the scenes that flash before one’s 
mind, snatches from the life of a man who 
gave unstintingly of his best years and his 
best services to mankind. 


THADDEUS L. MONTGOMERY, M.D. 


Pascal Brooke Bland—Teacher and Surgeon 


ASCAL BROOKE BLAND, son of 

the late Caleb Harrison and Harriet 

Amelia Bland, was born in Monocacy, 
Berks County, Pennsylvania, on May 9, 
1875. He received his early education in the 
public and private schools of Montgomery 
County and Berks County, and in 1go1 he 
received his medical degree from the Jef- 
ferson Medical College. Immediately upon 
graduation he began his internship in the 
Jefferson Medical College Hospital, and 
from that time until his death he was con- 
tinually associated with, and very active in, 
the departments of gynecology and ob- 
stetrics. 

Following his internship and his establish- 
ment in active practice in Philadelphia, his 
progress was rapid, owing to his ability 
both as a teacher and as a surgeon. In his 
years of association with the Jefferson Med- 
ical College and Hospital he rose steadily 
from the rank of instructor to Emeritus 
Professor of Obstetrics. During his entire 





professional life his undying devotion to his 
work and to his Alma Mater was his out- 
standing characteristic. 

It would be very difficult to describe in 
lucid terms Doctor Bland’s exceptional abil- 
ity both in the operating room and in the 
classroom. My association with him began 
in 1911, and during the thirty years that I 
knew him as a personal friend, as his assist- 
ant, and as his associate, his outstanding 
ability as a diagnostician and as an operator 
was admired by all as most worthy of emu- 
lation. No matter how busy he was, he al- 
ways found time to assist the younger men 
in his department and guide them in the 
treatment of patients about whom they 
were usually needlessly disturbed. It made 
no difference how many patients he him- 
self had to operate upon in any one day, he 
always found time to lend a helping hand . 
to the younger man. His reputation as an 
able surgeon was not confined to Philadel- 
phia but spread throughout the communi- 











174 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


ties within a radius of a hundred miles. 
After spending hours in the operating room 
at the Jefferson Hospital, it was not un- 
usual for Doctor Bland to drive sixty or 
eighty miles to perform several more opera- 
tions in a neighboring town. 

Not only his own students but many 
visiting physicians from this and other 
countries were attracted to his operative 
clinics. His dexterity, his fearlessness, and 
yet his simplicity, were the outstanding 
qualities of his operative skill. The rapidity 
and ease with which he could complete 
what to most of us was a tedious operation, 
was one of his accomplishments at which 
we all marveled. In the presence of what 
seemed to be insurmountable difficulties 
within the abdomen, his calmness and con- 
fidence never deserted him and always at 
the end of the procedure he was the master 
of the situation. When I say “simplicity of 
operative skill” I mean his ability to per- 
form technically difficult operative proced- 
ures without hesitation, and with the mini- 
mum number of instruments. 

Doctor Bland’s many years of association 
with his father-in-law, Dr. E. E. Montgom- 
ery, had a very definite influence on his life, 
and those of us who knew them both could 
readily see the fine qualities which Dr. 
Montgomery possessed, portrayed in Doc- 
tor Bland’s everyday life. 

The Jefferson Medical College and Hos- 
pital has lost a loyal friend and associate, as 
his entire professional life was devoted to 
this institution. His efforts to reorganize the 
undergraduate department in obstetrics met 
with many trials, but upon completion of 
his professorship, the entire department of 
obstetrics, including the undergraduate ob- 
stetric teaching, compared most favorably 
with the standard of other outstanding 
medical schools throughout this country 
and abroad. As a teacher, he was looked 
upon by the student body with sincere ad- 
miration and devotion. 

Doctor Bland founded the first Obstetric 


Fellowships in the Jefferson Medical Col- 
lege. Although it was necessary to discon- 
tinue these temporarily, it was his desire 
that they would be restored and be known 
as “The Bland Fellowships in Obstetrics 
and Gynecology.” 

At his death Doctor Bland had many 
hospital connections. He was associate ob- 
stetrician and gynecologist-in-chief to the 
Philadelphia Lying-in Hospital; consulting 
obstetrician to St. Joseph’s Hospital, Dela- 
ware County Hospital, Montgomery Hos- 
pital, Norristown, and Pottstown Hospital, 
Pottstown; consulting gynecologist to 
Jeanes Hospital, Burlington County Hos- 
pital, New Jersey, Philadelphia Home for 
Incurables, and Vineland Training School, 
Vineland, New Jersey; consulting obstet- 
rician and gynecologist to Beebe Hospital, 
Lewis, Delaware. 

He held membership in many medical 
societies throughout this country and 
abroad, and at one time was Vice-President 
of the International College of Surgeons. 
He was a Fellow of the Royal Society of 
Medicine in London; Fellow of the Ameri- 
can College of Surgeons; diplomate of the 
American Board of Obstetrics and Gyne- 
cology; member of the American Medical 
Association, member of the Medical Soci- 
ety of the State of Pennsylvania, member 
of the Philadelphia County Medical Soci- 
ety, Fellow of the College of Physicians of 
Philadelphia, member and ex-president of 
the Obstetrical Society of Philadelphia, cor- 
responding member of the Clinical Associ- 
tion of Havana, Cuba. 

He was an outstanding member of the 
medical profession and reflected great cred- 
it upon his Alma Mater. He was the author 
of A Textbook on Gynecology, Medical 
and Surgical (third edition, 1934); and 
A Textbook on Obstetrics for Students and 
Practitioner (third edition, 1935); as well 
as numerous papers dealing with obstetric 
and gynecologic subjects. 

Doctor Bland has left with us the influ- 
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ence of his devoted service and untiring, 
unstinted generosity of time, means and 
energy. His steadfast loyalty and leadership 
endeared him to his associates and he will 
be numbered as one of the immortal sons of 


the Jefferson Medical College and Hospital. 
The department of obstetrics, which he so 
dearly loved, is a living monument to his 
memory. 

CLIFFORD B. LULL, M.D. 


Pascal Brooke Bland’s Hobby 


AVING been closely associated 

with Doctor Bland for many years 

prior to his death on October 31, 

1940, I consider it a distinct honor to be 

numbered among his friends who have 

been invited to contribute to this issue of 

The Journal of the International College of 

Surgeons, which is a memorial to a great 
student, clinician, surgeon, and teacher. 

Although he led an extremely active pro- 
fessional life, Doctor Bland had a great love 
for books, and for relaxation from his stren- 
uous practice he devoted his spare moments 
gathering together ancient and rare medical 
volumes relating to gynecologic and ob- 
stetric practice. He became intensely inter- 
ested in the literature during his student 
days at Jefferson Medical College and be- 
gan his collection early in his professional 
career. As a result he had the nucleus of his 
valuable and beautiful library prior to his 
appointment as Professor of Obstetrics at 
Jefferson Medical College in 1905. 

He studied the history of obstetrics dili- 
gently and with enthusiasm and took great 
pride in seeking noteworthy volumes which 
he considered had particular bearing on his 
specialty. During his many travels on the 
continent of Europe and in England, he 
amassed the most valuable personal collec- 


tion of ancient medical writings which we 


have in this country today. 
Although his professional interests were 
many, his interest in his hobby never 


lagged. He was the author of many valu- 
able monographs on obstetric subjects as 
well as undergraduate textbooks of obstet- 
rics and gynecology which are considered 
standard works for undergraduate student 
instruction. When teaching undergraduate 
students he kept uppermost in his mind the 
importance and influence of the ancient 
history of medicine, comparing the older 
with the newer methods of practice and 
emphasizing the importance of the litera- 
ture for student guidance. 

Each year it was his custom to exhibit to 
the Jefferson Medical College students, with 
pride, some of the most valuable volumes 
in his library and he annually gave to the 
undergraduate student body a lecture on 
his own study of the ancient obstetric art. 
He illustrated his very interesting discourse 
with a lantern demonstration of slides which 
he had made of the wood-cuts of the books 
in his possession. He began his talk with a 
discussion of the advent of obstetric science 
along the coast of the Aegean Sea, follow- 
ing its progress step by step through Greece 
and Asia Minor. He traced the advance- 
ment in obstetrics as civilization progressed 
and spread westward to the newer seats of 
learning throughout the Roman Empire, 
through western Europe and to England, 
naming all of the outstanding clinicians and 
investigators. He usually ended his discus- 
sion by relating the well-known contro- 
versy between two eminent men, Holmes 
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of Boston and Meigs of Philadelphia, on the 
origin of puerperal fever. 

It may be of interest to mention briefly 
some of the most valuable books in his col- 
lection. The following are typical of the 
character of this historic and beautiful li- 
brary: 


Hippocrates—Prognosticon, 1485. 

Lactantius (350-400 A.D.)—Opera, Venice, 1493. 

Avicenna, Flores—-Collecti Super Quinque Ca- 
nonibus Nec Non Super Decem Et Novem 
Libris De Animalibus, 1514. 

Martius, Galeottius—De Homine, Libro Duo, 
1517. 

Galen, Claudius—Recettario de Galieno, 1514, 
also 1525. 

Kuenigsperger, J.—Naturelicher Kunst der As- 
tronomei, 1529, 

Berengario Da Carpi, Jacob—Isagogae Breves Et 
Exactissimae in Anatomiam Humani Corporis, 
1530. 

Paulus Aegineta—Medicinae Totius Encheirdion, 
1551. 

Sylvius, Jacques—Methodus Sex Librorium Gal- 
eni, 1554. 

Trallianus, Alexander—Medici Libri Duodecim, 
1556. 

Mercuialis, Hieronymi—V ariarum. Lectionum, 
Libris LV, 1571. 

Regimen Sanitatis Salerni—Translated from the 
Latin into English by Thomas Paynell, 1575. 

Laurentius (or Du Laurens), Andreas—Historia 
Anatomica Humani Corporis, 1600. 

Vesalius, Andreas—De Fabbrica Corporis Hu- 
mani, 1604. 

Spigelius, Adrian, and Casserius, Julius—Ana- 
tomica Operum Omnium, Amsterdam, 1645 
(bound together). 

Browne, Thomas — Pseudotoxia Epidemica; or 
Enquiries into Very Many Received Tenets and 
Commonly Presumed Truths, 3rd edition, 1658. 

Mead, Richard—Mechanical Account of Poisons 
in Several Essays, 1702. 

Beaumont, William—Experiments and Observa- 
tions on the Gastric Juice and the Physiology 
of Digestion, 1833. 


The original binding found on some of 
the books is of exceptional interest. Some 
are of plain vellum and others are of illus- 
trated parchment. Occasionally wooden 
clasps, which have kept the volumes in good 
condition, are found. 

Along with this collection several im- 
portant curios, relics of ancient obstetrics, 
are found. Among them. is an interesting 
ancient ivory model, the figure of a gravid 
woman, wherein all sections of the abdom- 
inal viscera, including the contents of the 
uterus in vertex presentation, can be indi- 
vidually studied and examined. One of the 
famous “geburtstihls,” or birth stools, is a 
part of this most interesting and valuable 
collection. 

Just before his death, Doctor Bland gave 
a few of his precious volumes to the Li- 
brary of the Jefferson Medical College. 
Since then, through the courtesy of his 
widow and family, the entire collection has 
come into the possession of the Jefferson 
Medical College and it is the sincere desire 
of his friends and of the Trustees of the 
College that the collection be properly 
cherished and preserved in a portion of the 
College Library to be known as the Bland 
Memorial Alcove. It must be gratifying to 
his family to know that Doctor Bland’s 
hobby has proved of such distinct value 
and interest to his associates and the stu- 
dents of the Jefferson Medical College 


whose education meant so much to him. 


NORRIS W. VAUX, M.D. 


In Appreciation 


P. Brooke Bland was my close neighbor 
and friend. His was a charming and lovable 
personality that endeared him to his pa- 
tients and the many privileged to know 
him. He combined unusual dexterity as a 
surgeon with much talent as an author, and 
faithfully carried on the fine tradition of 


his father-in-law, Prof. E. E. Montgomery. 
It was his pleasure to assist young men new 
in obstetrics and gynecology. In these trou- 
blous times his door was open and his hos- 
pitality unstinted, especially to physicians 
who had lost country and practice. 


W. WAYNE BABCOCK, M.D. 





The President's Page—United States Chapter 


ASCAL BROOKE BLAND was a 

teacher and loved teaching. He drew 

his inspiration and urge from the tra- 
ditional fame of the teachers of his Alma 
Mater (the Jefferson Medical College of 
Philadelphia) and from the rich collection 
of books among which he dwelt, as it 
were, seeking the widest possible amount 
of knowledge to impart to his students, to 
his assistants, to his nurses and to the large 
number of post-graduate physicians who 
visited his clinics. The traditions of that 
coterie of teachers of three score years ago, 
which included Samuel D. Gross, Joseph 
Pancoast, W. W. Keen, and that great 
orator and master of diagnosis, Jacob M. 
DaCosta, and in recent times the orator and 
teacher, the lamented John Chalmers Da 
Costa, Professor E. E. Montgomery, and a 
host of other celebrities, gave Brooke Bland 
the background for his own ambition. 

Bland, First Vice-President of the United 
States Chapter of the International College 
of Surgeons, took to his heart the ideals of 
the College; he saw the opportunities that 
teaching brings to elevate the standards of 
medical practice, and no one was more en- 
thusiastic than he in visualizing the great 
future of the College. 

He had a liberal concept of efficiency 
and fitness. Character, personality and ethi- 
cal integrity were, in his judgment, essen- 
tial prerequisites to fellowship and com- 
munity of endeavor, for he disregarded 
sectionalism and schoolisms and all the rest as 
long as one secured the better man. He urged 
me to join him in an effort to bring into the 
fold of the College some of the younger 
men whom he knew and had taught, no 


matter what school had given them their 
medical degree, so long as the school was 
of high standard. 

In him were embodied in a charming 
way the brotherhood of our profession and 
the stimulus he wished imparted to the men 
of the future by fundamental right think- 
ing and right doing. His belief in the ne- 
cessity of sound basic preparation of the 
medical student was never compromised 
and his strength and influence in cultural 
and educational precepts were unfaltering. 

His liberalism can be measured in many 

ways through the years of his successful 
practice of obstetrics and gynecology, and 
he lost no opportunity in giving credit 
where credit was due. 

For a man of comparatively few years 
he possessed the wisdom which usually 
comes only with age, and when you met 
him, you appreciated at once his sincere 
cordiality and freedom from pose or af- 
fectation. He was a friend among men. 
Professional jealousies, frequently obscur- 
ing the merits and high aims of leading 
members of the medical profession, had no 
hold in the mind and heart of Dr. Bland; 
he was emphatically impartial in his judg- 
ment of the scientific and personal accom- 
plishments of his colleagues, irrespective of 
college affiliations. 

No one personified more than he the 
basic principles and the lofty aims of the 
International College of Surgeons, an or- 
ganization which is in no conflict whatso- 
ever with the ideals pursued by other medi- 
cal bodies seeking to perfect the high stand- 
ards of medical education. The Interna- 
tional College of Surgeons insists that the 
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aspirants to Fellowship possess the recogni- 
tion of all county, state and national quali- 
fying boards in conjunction with high per- 
sonal, moral and ethical standards, and it 
seeks to assist worthy applicants or candi- 
dates by providing them with educational 
opportunities through special courses, thus 
enabling them to meet their particular 
needs, and through the College’s Creden- 
tial privileges, offers world-wide facilities 
for the broadest surgical experience. 
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In the life and career of Pascal Brooke 
Bland we see emphasized the highest ideals 
of fundamental preparation, cultural per- 
fection and scientific attainment. To him 
they were all necessary in order to merit 
admission to and recognition by the associ- 
ation, and Fellowship in the world’s stand- 
ard bearer of efficiency, the International 
College of Surgeons. 


DESIDERIO ROMAN, M.D., PRESIDENT 


IN GRATEFUL MEMORY 


The last page is turned. The life story has been told. 


Words true, kind and from the heart have been given. Yet 


they but faintly portray the man to whose memory we would 


do honor. 


He was admired for his skill and mental gifts, loved for 


his kindness by all who came in touch with his noble char- 


acter. The Journal of the International College of Surgeons 


in special manner is sensible of the loss of a good friend. 


In grateful memory of Dr. Pascal Brooke Bland, staunch 


supporter of every interest and activity connected with the 


progress and good of the International College of Surgeons, 


this Memorial Number is dedicated. 





DESIDERIO ROMAN, M.D. 
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The above allegorically illustrates the first surgical operation of trans- 
plantation accomplished on the American Continent. It appeared in Suma y 
Recopilacion de Chirurgia, con un Arte Para Sagrar Muy Util y Provechosa, 
printed by Antonio Ricardo in Mexico. It was done by the artist Alonzo 
Lopez, who was born in Inojosos and later became surgeon of the Hospital 
of St. Joseph of the Indians, of Mexico City. Santos y Damian, to whom 
is attributed the first human grafting operation, was looked upon in ancient 
times as a saint and was the subject of one of the most noted of Beato 
Angelico’s paintings, now in the museum of San Marcos in Florence, Italy. 
Jacobo de Voragine is represented relating that the guardian of the old 
Basilica of San Cosme and San Damian, in Rome, had one limb rendered 
useless by cancer. The legend further relates that the two saints appeared 
to the sick man and consulted about his condition. San Cosme expressed 
the opinion that the leg should be amputated, and proposed a search for 
another to replace it. San Damian then recalled that on the same date a 
Moor had been buried in the cemetery of San Pedro at Vincola, and sug- 
gested that they take one of the Moor’s limbs and transplant it. And this, 
the legendary story goes, was accomplished. 
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International Assembly of the International 





College of Surgeons 


AT THE INVITATION OF THE MEXICAN GOVERNMENT 
MEXICO CITY, AUGUST 10 to 14, 1941 


HOTEL ACCOMMODATIONS 


N the tree-lined Paseo de la Re- 
forma, a world-famed boulevard 
which leads from the heart of the 
Mexican Capital to legendary Chapultepec 
Castle and park, amid whose ageless syca- 
mores, the Aztec emperors were wont to 





Fig. 1. Hotel Reforma, headquarters of the Inter- 
national Assembly of the International College of 
Surgeons, one of the world’s most luxurious hotels— 
one of the best appointed in Latin America. It is air- 
conditioned and supplies warm, cold and purified water 
in each room. It has three luxurious dining rooms, 
salons, bar rooms, cabaret, orchestra and floor shows. 
Members registering at the hotel will find bank and 
tourist offices, cable facilities, beauty shop, cigar store, 
curiosity and souvenir bazaars—all for their conven- 
jence. 






relax and where Maximilian and Carlotta 
resided during their brief reign, stands an 
imposing modern structure in white and 
maroon stone: the Hotel Reforma, selected 
as the official headquarters of the conven- 
tion of the International College of Sur- 
geons, August 10 to 14. 

Proud are Mexico City residents of their 
newest and finest hotel. The building is 
fireproof, air-conditioned throughout, with 
purified, circulating ice-water in every 
room, and the refinement and quiet ele- 
gance of a truly fine hotel. Within the 
premises are dozens of fashionable shops, 
two night clubs, a bank, ample lounging 
and rest rooms. From the roof garden a 
breath-taking view of the Valley of Mexico 
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Fig. 2. Hotel Reforma. A corner of the gallery of 
the roof garden overlooking an enticing panoramic 
vista. A portion of this delightful and spacious struc- 
ture will be used for exhibits. 
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is to be had in all directions. In that trans- 
lucent atmosphere, all hues are softened to 
delicate pastel shades of pink and purple 
and light green, and in the distance a mag- 
nificent backdrop is furnished by the two 
volcanoes, Popocatepetl and _ Ixtacihuatl, 
forever crowned with snow. 

The Reforma management has set aside 
for the convention its spacious mezzanine, 
where exhibitors approved by the organiz- 
ing committee will place their stands. Also 
reserved is a wing of the roof garden, 
where, for the benefit of the visiting sur- 
geons, the scenic beauties of central Mexico 
will be reproduced in exhibits sponsored by 
the various regions. 

The plenary sessions will be held in the 
Queen Maya Room, which the Reforma 
management has likewise placed at the dis- 
posal of the convention. Ordinarily used 
as the main dining room, it will be closed 
to the public during that period. It offers 
ample facilities for the purpose, seating in 
comfort over two hundred and fifty guests. 
It owes its name to an original statue of a 
Maya queen, disinterred not long ago, 
which now stands at the place of honor. 

The Hotel Reforma offers other rooms 
at which committee meetings may be held, 
or informal groups may gather. The Della 
Robbia Salon, containing valuable works 


Fig. 3. The Beethoven Salon, for concerts and re- 
ceptions. It is a rendezvous for social events of im- 
portance and leaves an indelible impression of digni- 
fied grandeur, 
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of the famed Italian sculptor, is one of 
them; another is the Beethoven Room, 
where organ recitals may be enjoyed in 
deep-tufted comfort. 

There is also the tap room, one of Mexico 
City’s gayest cabarets, where convivial 
spirits may gather nightly to dance to a 
tropical orchestra. An excellent floor show 
presents the best in Mexican entertainers. 

The other hotels at which members will 
be accommodated are the Chulavista Hotel 
in the city of Cuernavaca and the Hotel 
La Marina, where the official banquet, 
which will be a gala affair, will be held. 
The accompanying illustrations depict some 
of the magnificence of these ultramodern 
hostelries. The Reforma and the Chulavista 
offer all the comforts of a modern inland 
hostelry and the latter all aquatic attrac- 
tions. 





















Fig. 4. Hotel Reforma. A corner of Beethoven 
Hall, showing the superb organ, the sumptuous ap- 
pointments, and one of the doors of communication 
between the Robbia Salon and the Beethoven Hall. 
The latter will be used in conjunction with the Queen 
Maya Salon for Assembly functions. 











































Fig. 5. The Presidential Suite of the Hotel Re- 
forma. The sumptuous reception hall is modeled on 
modern architectural lines. 


Fig. 6. The Presidential Suite of the Hotel Re- 
forma, the last word in modern luxury, consisting of 
dining room, kitchen, secretaries’ quarters and living 
rooms. There are four rooms in inter-communication 
with this suite. 


Fig. 7. Dining Room of Queen Maya. Here social 
functions are the order of the day. In the center of 
this sumptuous dining room is a replica of the 
legendary Queen Maya copied from the figure in the 
National Museum. 
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RAILROAD CONNECTIONS 


The Wabash Railway serves a rich agri- 
cultural and commerical territory en route 
to St. Louis. 

From St. Louis the Missouri Pacific lines 
follow the west bank of the Mississippi 
River, the Father of Waters, for many 
miles, the high cliffs on the opposite side 
creating a continual suceession of pictur- 
esque scenes, which pass in review as the 
train wends its way southward. We then 
pass through the foothills of the Ozarks and 
the beautiful Arcadia Valley before arriv- 
ing at Little Rock, the capital of Arkansas. 
The following morning (Thursday) around 
seven-thirty, we pass through the heart of 
the world’s largest oil fields in east Texas. 
Early in the afternoon we pass through 
San Antonio and at 8:50 P.M. arrive at 
Laredo (the Mexican border point) where 
customs inspection will be held. The au- 
thorities are cordial and efficient and the in- 
spection is accomplished with a minimum 
of red tape. The next day (Friday) we 
traverse Mexico’s great central plateau, 
passing through Monterrey, Saltillo, San 
Luis Potosi and many small Indian villages.: 

The National Railroad Company of 
Mexico is making the following allowances 
inside the national boundaries: Members 
are to pay regular fare for one way tickets 
and only 25 per cent additional for round 
trip tickets. 


AIR TRAVEL 


A discount of 25 per cent for those at- 
tending the International Assembly who 
utilize the Pan American Airways or the 
Mexican Company of Aviation has been 
arranged for by Dr. Manuel A. Manzanilla. 


CALENDAR OF EVENTS 


Mexico City, with a million and a quar- 
ter inhabitants, capital of the Mexican Re- 
public, vibrant with over six centuries of 
dramatic history, traditions and romance, 
is the oldest metropolis on the American 
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continent. It is also one of the largest and 
most modern cities in Latin America. Few 
cities in the world enjoy such a propitious 
climate, such incomparable surroundings, 
such a majestic setting. 

SaturpAy, Aucust 9.—Upon arrival at 
Mexico City at 7:35 a.M., there will be an 
official Mexican welcome at the station, 
after which each member will be taken to 
the hotel to which he has been assigned by 
the Organization Committee. The Reforma 
Hotel will be the official headquarters, and 
we will endeavor to locate as many of our 
members as possible at this hotel. 

Registration will take place at the Or- 
ganizations’ Committee’s Office, Reforma 
Hotel, Saturday, August 9, from 4 P.M. to 
8 p.m., and Sunday, August 10, from 10 
A.M. tO 2 P.M. 

Sunpay, Aucust 10.—At 10 A.M. we will 
motor to Mexico’s National Independence 
Monument, located on the Paseo de la Re- 
forma, where the International Assembly 
President will deposit a floral wreath before 
the eternal light which burns there in honor 
of the heroes who died for their independ- 
ence. Assisting in this solemn ceremony will 
be an official from the city government. 

At 11 A.M. we motor to the monument 
of the renowned Mexican surgeon, Dr. 
Francisco Montes De Oca, which is located 
in San Pablo Park. Here the International 
President of the College will deposit a floral 
offering, thus symbolically honoring Mexi- 
can surgery. 

At noon we will motor to the monument 
of Louis Pasteur, which is located in 
Cuauhtemoc Square on the Paseo de la 
Reforma. Here the International Past- 
President will deposit a floral wreath, and 
the College will proclaim its motto, “La 
Sciencie n’a pas de Patire (science has no 
boundaries) .” 

At 1 p.m. at the Hotel Reforma the 
scientific and commercial exhibits will be 
formally opened by the secretary of the 
Organization Committee. 
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Fig. 8. Column of. Independence on the Paseo de la 
Reforma. Underneath this magnificent tomb lie the 
ashes—in appropriate crypts—of the heroes of inde- 
pendence. A constantly burning votive lamp at the 
base of the monument will be the site of an appropri- 
ate ceremony of placing a wreath by one of the Inter- 
national officers. 
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Fig. 9. Hotel La Marina, Acapulco, where the 


banquet and other social functions will be held. 
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Fig. 10. The Chula Vista Hotel in Cuernavaca, 
where elaborate programs of College activities will 
take place. 





Fig. 11. View of the City of Cuernavaca from the 
dining room of the Chula Vista Hotel. 





Fig. 12. Street scene in Taxco, Mexico, one of the 
points which will be visited during the numerous 
excursions which are being arranged. 


At 4 P.M. a motor tour will be taken to 
the castle of Chapultepec in Chapultepec 
Park. Here the Governor of the Federal 
District, in the name of the City of Mexico, 
will entertain at an afternoon concert, dur- 
ing which he will declare all of the dele- 
gates to the Convention honor guests of the 
city. Tea will be served in the beautiful 
terraces of the palace of Chapultepec, where 
Maximilian and Carlotta once held court. 
Music will be furnished by the Mexico City 
Police Band and the city’s Tipica Orchestra. 

At 9 P.M. we will motor to the Palace of 
Fine Arts on Juarez Avenue. Here, in the 
Grand Theater of this magnificent build- 
ing, the solemn inaugural ceremony of the 
General Assembly of the International Col- 
lege of Surgeons, in full regalia, will be 
held. 


OPENING PROGRAM 


Opening Address: The President of 
Mexico, His Excellency, Manuel Avila 
Camacho, is expected to open the Assem- 
bly. 

Other Addresses: Chairman of the Or- 
ganization Committee. President of the In- 
ternational College of Surgeons. Secretary 
of the International College of Surgeons. 
Convocation and conferring of degrees and 
Honorary Fellowships of the International 
College of Surgeons. 

High Mexican Government officials and 
diplomatic representatives will be present, 
and the program will be broadcast over the 
Mexican network, broadcast arrangements 
being in charge of the Director General of 
Information, Department of the Interior of 
Mexico. 


MONDAY, AUGUST 11, REFORMA HOTEL 

Regular scientific. sessions of the Inter- 
national College of Surgeons will be held 
in the Reina Maya and Beethoven rooms, 
as follows: 
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9 A.M. to 1 P.M.—Scientific program. 

1 P.M.—Recess. 

3 P.M. to 7 P.M.—Scientific program (see 
announcements). 


TUESDAY, AUGUST 12 


9 A.M. to 1 P.M.—Scientific program. 

1 P.M.—Recess. 

3 P.M. to 7 P.M.—Scientific program (see 
announcements). 


WEDNESDAY, AUGUST 13 


10 A.M. to 1:30 P.M.—Scientific program. 

1:30 P.M.—Recess. 

3:30 P.M. to 7:30 P.M.—Scientific pro- 
gram (see announcements). 


THURSDAY, AUGUST 14 


8 A.M. to 1 P.M.—Special surgical and 
diagnostic clinics correlating the papers 
previously presented at the scientific ses- 
sions will be arranged by the Hospital Com- 
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mission of the Organization Committee. 

2 P.M.—Special picnic luncheons. 

5 p.M.—The entire group will leave for 
Cuernavaca by automobile over forty- -seven 
miles of excellent and highly picturesque 
highway winding across the mountain rim 
south of Mexico City. Here a banquet and 
dance will be given at the beautiful Chula 
Vista Hotel by official courtesy of the Or- 
ganization Committee (tropical evening at- 
tire). Cuernavaca was chosen by the Con- 
queror, Don Hernando Cortes, as the loca- 
tion for one of his palaces, which stands 
intact to this day. It is also the site of Don 
Jose de la Borda’s famous gardens, which 
later became the summer home of Em- 
peror Maximilian. This indescribably beau- 
tiful city, with its splendid old churches, 
colonial mansions and idyllic gardens, is at 
present the favorite vacation resort of 
Mexico City. 

Official adjournment. 





Fig. 13. Palace of Fine Arts, Mexico, D. F. In this 
luxurious theatre, considered the most beautiful in all 
America, will be held the solemn ceremony of in- 
auguration of the International Assembly. 














Dr. Alfred Blalock, professor of surgery at Vander- 
bilt University, with which he has been connected for 
sixteen years, has been appointed professor of surgery 
at the Johns Hopkins University, the appointment to 
take effect on July 1. He is the third incumbent of 
the chair, the first being the late Dr. William S. 
Halsted. His immediate predecessor was Dr. Dean 
DeWitt, who retired in 1939, 


Dr. J. E. Gordon, professor of preventive medicine 
and epidemiology at Harvard University, now head 
of the hospital recently established in England under 
the auspices of the university and the American Red 
Cross, was appointed United States liaison officer 
with the British Ministry of Health on the invitation 
of Malcolm MacDonald, minister of health. 


Prof. N. Paul Hudson, chairman of the department 
of bacteriology of the College of Medicine of Ohio 
State University, was given leave of absence to work 
in France under the auspices of the Rockefeller 
Foundation. On his arrival there last autumn he found 
conditions so changed that he was assigned to work 
in London. He is now supervising the distribution of 
influenza vaccine, which was developed by one of his 
former students, Dr. Edwin H. Lennette. 


Bequests amounting to $1,500,000 are made in the 
will of Caroline White of New York City to churches, 
institutions and individuals. Among these, six New 
York hospitals each receive the sum of $100,000. 


Dr. Alexis Carrel, who retired in July, 1938, as a 
member of the Rockefeller Institute for Medical 
Research, sailed on February 1 for Europe to study 
the effects of malnutrition and cold on the under- 
nourished populations of Europe. He plans to visit 
Spain first after landing at Lisbon, then to go wher- 
ever his studies can best be furthered. 


Surgeon Rear-Admiral G. Gordon-Taylor has been 
appointed Bradshaw Lecturer of the Royal College 
of Surgeons, London; and Dr. L. R. Braithwaite has 
been appointed Moynihan Lecturer. 


An Associated Press dispatch reports that Dr. 
Elmer L. Sevringhaus, president of the Association 
for the Study of Internal Secretions, has received the 
first of the “government travel grants,” which provide 
funds for the exchange of cultural, professional and 
artistic leaders between the United States and the 
other American republics. He will leave the United 
States -by plane for Argentina and Uruguay late this 
month to acquaint colleagues there with the latest 
advances in endocrinology in this country. 





NEWS ITEMS 





The honorary degree of doctor of science has been 
granted by the National University of Ireland to Dr. 
Gordon M. Holmes and Dr. F. M. R. Walshe, con- 
sulting neurologists in London, “in view of their 
distinction as neurologists, and in recognition of their 
valuable contributions to medical literature;” and to 
Professor Ernest William’ Hay Groves, professor 
emeritus of surgery at the’ University of Bristol, 
“in view of his eminence as an orthopedic surgeon 
and an internationally recognized authority on the 
literature of his subject.” Dr. Walshe was visiting 
neurologist at the Johns Hopkins Hospital in 1925. 


Dr. George W. Holmes, clinical professor of 
roentgenology at the Harvard Medical School and 
chief roentgenologist at the Massachusetts General 
Hospital, Boston, will become professor emeritus on 
September 1. 


At a recent meeting of the Royal College of Sur- 
geons, London, a resolution of thanks was passed for 
the gift of $7,500 from the Rockefeller Foundation for 
evacuating the library and research laboratories. 


The Journal of the American Medical Association 
states that the American Association for the Study 
of Goiter again offers the Van Meter Prize Award of 
$300 and two honorable mentions for the best essays 
submitted containing original work on problems re- 
lated to the thyroid gland. The essays may cover 
either clinical or research investigations and should 
not exceed 3,000 words in length. Further information 
may be obtained from Dr. W. Blair Mosser, 133 
Biddle Street, Kane, Pennsylvania. The award will be 
made at the annual meeting in Boston, which will be 
held on May 26, 27 and 28. 


Dr. Alfred Blalock, professor of surgery at the 
School of Medicine of Vanderbilt University, was 
presented with the research medal of the Southern 
Medical Association at the annual meeting in Louis-' 
ville, Kentucky. The award was made in recognition 
of his “research on the circulation of the blood in 
cases of shock” 


Under the will of the late Sir Henry Head, the 
Royal Society is named as residuary legatee of his 
estate, valued at 144, 588 pounds sterling. It is pro- 
vided that the money “shall; be applied for the purpose 
of the advancement in E ngland of the science of medi- 
cine in the widest sense.” The will suggests that the 
fund, or part of it, might be used to establish pro- 
fessorships or similar posts or research scholarships 
in some branch of medical science. 
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Dr. Fritz Levy, director of laboratories of the 
Davis Memorial Hospital, The Golden Clinic, Elkins, 
West Virginia, has received a grant from the Com- 
mittee on Scientific Research of the American Medi- 
cal Association, in aid of his work on megacariocytes 
and abnormalities of cell division. 


The Committee on Scientific Research of the 
American Medical Association announces the follow- 
ing grants-in-aid: William H. Welker, University of 
Illinois College of _—. Chicago, study of water- 
soluble proteins; W. Tweedy, Loyola University 
School of Medicine, Chicago, effect of magnesium- 
deficient diet on serum phosphatase activity in the 
albino rat; Barnett Sure, Agricultural Experiment 
Station, Fayetteville, Arkansas, study of new factor 
in vitamin B complex essential for reproduction and 
lactation; Doran J. Stephens, University of Rochester, 
effect of undernutrition on thyroid and ovary of the 
guinea pig; Norris J. Heckel, Rush Medical College 
of the University of Chicago, effect of sex hormones 
on seminal fluid; Hans Popper, Cook County Gradu- 
ate School of Medicine, Chicago, study of yitamin A 
and lipoids in tissues by fluorescence microscopy ; 
Harry G. Day, Indiana University, Bloomington, 
physiological significance of zinc. 


The Journal of the American Dental Association 
announces a gift of $50,000 to Northwestern Univer- 
sity for the study and treatment of cleft palate, hare- 
lip and similar facial and oral abnormalities. The 
work will be under the direction of Dr. Frederick W. 
Merrifield of the medical and dental faculties. 


An institute for endocrinology has been founded at 
Sao Paulo, Brazil, consisting of three departments, 
devoted to experimental endocrinology, human en- 
docrinology and a laboratory for testing opotherapeu- 
tic products. 


On the recommendation of the National Advisory 
Cancer Council, the National Cancer Institute has 
made grants-in-aid to the University of Cincinnati in 
support of researches on gastric cancer; also to the 
Chicago Tumor Institute in support of research on 
radiotherapy of radioresistant forms of cancer of the 
mouth, pharynx and larynx. 


According to the Journal of the American Medical 
Association, Dr. Jentzer, professor of surgery, ana- 
lyzed before the Medical Society of Geneva the nature 
of the lesions caused by tiie bombs that fell in the city 
last June. About a dozen of the injured were brought 
to the surgical clinic of the university. In seven cases 
there were slight dot-like wounds caused by metal or 
stones. Several were wounded while they were in bed. 
One woman’s breast was torn away while on a bal- 
cony; in another case the subscapular artery was 
severed. Two deaths occurred. In one case there was 
only a superficial wound in the thorax. At necropsy, 
however, two ribs were found pulverized and powder 
was found in the lungs. In the other case a lesion oc- 
curred in the left gluteal area and the rectum. The 
entrance wound was small, but there was extensive 
internal damage and rapid infection. 


The fifty-seventh meeting of the American Associa- 
tion of Anatomists, by invitation of the University of 
Chicago, was held at that university on April 9, 10 
and 11. The chairman of the local committee was Dr. 
Charles H. Swift. 


A neurophysiological section has recently been add- 
ed to the Carolinian Medical School of Sweden. It 
is under the direction of Prof. Ragnar Granit, an 
authority on electrophysiology. Professor Granit has 
taken with him from Helsingfors electrical and opti- 
cal precision instruments, partly acquired or designed 
with funds contributed by the Rockefeller Founda- 
tion. 


Pan-American League Against 
Cancer Formed 


An organization which is to carry on in the West- 
ern Hemisphere the scientific and social work of the 
International Union Against Cancer has been incor- 
porated under the laws of the State of New York as 
the Pan-American League Against Cancer. One may 
recall that the International Union Against Cancer 
was an organization actively engaged in the fight 
against cancer on an international scale. Fifty-two 
countries were affiliated with the International Union, 
which maintained headquarters at Paris, France, until 
recent events. 

The creation of the Pan-American League is due 
to the efforts of Prof. Francis Carter Wood of New 
York, Prof. Angel H. Roffo of Buenos Aires and Mr. 
Boris Pregel, respectively vice-president, member of 
the Board of Directors and president of the Finance 
Committee of the International Union Against Can- 
cer, with the cooperation of many other outstanding 
personalities in the field of cancer and members of 
the International Union Against Cancer, throughout 
the American continents. Prof. Francis Carter Wood 
headed the Organizing Committee of the new League 
and the presidency will be assumed by Angel H. 
Roffo, professor of cancerology at the University of 
Buenos Aires, founder and director of the Instituto 
de Medicina Experimental, the leading institution for 
cancer research in Latin America. 


The Organizing Committee also included, among 
others interested in cancer: 

Dr. Leonardo Guzman, director-general of the Pub- 
lic Health Services and director of the National In- 
stitute of Radium, Santiago, Chile. 

Dr. A. Fontes, director of the Instituto Oswaldo 
Cruz, Rio de Janeiro, Brazil. 

Dr. A. Prudente, president of the Sao Paulo As- 
sociation to Fight Cancer, Sao Paulo, Brazil. 

Dr. Fernando Ocaranza, president of the Mexican 
League Against Cancer, Mexico City, Mexico. 

Dr. Emilio Martinez, president of the Cuban League 
Against — Havana, Cuba. 

De J; . Gendreau, director of the Institute of 
Radium e "the University of Montreal, Montreal, 
Canada. 

Prof. J. V. Huertas, director of the National In- 
stitute of Radium, Bogota, Colombia. 
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Dr. Modesto Arreaga Gomez, Guayaquil, Ecuador. 

Dr. Luis Manuel Debayle, surgeon-general and di- 
rector of Public Health, Managua, Nicaragua. 

Dr. Juan Jose Mostajo, president of the Cancer 
League of Peru and director of the Institute of Can- 
cer, Lima, Peru. 

Dr. Julio Garcia Alvarez, Minister of Health and 
Social Welfare, Caracas, Venezuela. 

Dr. Leon Rulx, director-general of the National 
Service of Hygiene and Public Welfare, Port-au- 
Prince, Haiti. 

Dr. Mario Lujan, 
Costa Rica. 

Dr. Solon Nunez, head of hygienic education and 
former Minister of Health, San Jose, Costa Rica. 

Dr. M. Beltranena, director of the General Hos- 
pital, Guatemala, C. A. 

Dr. Carlos Martinez Duran, professor of patho- 
logical anatomy, University of Guatemala, Guatemala, 
CA. 


Secretary of Health, San Jose, 


Dr. Alfonso Pruneda, permanent secretary of the 
National Academy of Medicine, Mexico City, Mexi- 
co. 

Dr. Carlos Zuckermann, director, Clinica Mexi- 
cana de Cirugia y Radioterapia, Mexico City, Mexico. 

Dr. Jose Fabella, Commissioner of Health and Wel- 
fare of the Philippines, Manila, P. I. 

Dr. Carlos Barillas Munoz, director, 
Rosales, San Salvador, C. A. 

Dr. Carlos Butler, director, Institute of Cancer of 
Montevideo, Montevideo, Uruguay. 


Hospital 


The incorporators of the Pan-American League 
Against Cancer are: 

Winthrop W. Aldrich, chairman of the Board of 
Directors of the Chase National Bank, New York 
City. 

Ira A. Campbell, lawyer, New York City. 

Thomas M. Debevoise, lawyer, long a director of 
the American Society for the Control of Cancer. 

General J. G. Harbord, chairman of the Board of 
Directors of the Radio Corporation of America, New 
York City. 

Dr. Frank B. Jewett, president of the National 
Academy of Science and chairman of the Board of 
Directors of the Bell Telephone Laboratories, New 
York City. ai 

Gilbert LaBine, member of the Board of Governors 
of Toronto University, Toronto, Canada. 

Mrs. Robert G. Mead, member of the Board of the 
New York Committee of the American Society for 
the Control of Cancer, New York City. 

Dr. George E. Pfahler, professor of radiology, 
University of Pennsylvania, Philadelphia, Pa. 

Boris Pregel, president of the Finance Committee 
of the International Union Against Cancer, New 
York City. 

Dr. Benjamin Rice Shore, 
Hospital, New York City. 

Dr. Albert Soiland, radiologist, Los Angeles Tumor 
Institute, Los Angeles, Calif. 

Dr. Howard C. Taylor, gynecologist and consul- 
tant to many hospitals, member of the Board of Di- 
rectors of the American Society for the Control of 
Cancer. 

L. W. Tomarkin, former secretary-general of the 
International Union Against Cancer and secretary- 
general of the Permanent Bureau of the International 
Congress of Physics, Chemistry and Biology. 


surgeon at St. Luke’s 


Dr. Francis Carter Wood, professor emeritus, Co- 
lumbia University, vice-president of the International 
Union Against Cancer. 


The aims of the new organization, as outlined in 
the certificate of incorporation are: 

1. To promote and encourage the international fight 
against cancer. 

2. To coordinate in the countries of the American 
continents scientific study and research in cancer and 
to publish and disseminate information thereon. 

3. To engage in social welfare work in its relation 
to the problem of cancer. 

To promote the establishment of national organ- 
izations throughout the Western Hemisphere to en- 
gage in similar activities. 


The comprehensive program of the activities of the 
Pan-American League will include, it is hoped: 

1. Publication of a Pan-American Cancer Journal, 
to serve as a permanent medium of information on 
the activities of the League and its affiliated national 
organizations. 

2. Organization and maintenance of a Pan-Ameri- 
can center of information and statistics on cancer. 

3. Establishment of a Pan-American system of fel- 
lowships, scholarships, endowments and exchange of 
scholars and students. 

4. Among its immediate projects are: (a) the or- 
ganization of a First Pan-American Cancer Week, to 
be held simultaneously in all the countries of the 
American continents, on the pattern of the First In- 
ternational Cancer Week of 1938, which was _ held 
simultaneously in forty countries throughout the 
world. (b) The holding of a Pan-American Congress 
for the Scientific and Social Fight Against Cancer. 
It is anticipated that this congress will take place 
at Buenos Aires in 1942 under the chairmanship of 
Prof. Angel H. Roffo and the honorary presidency 
of His Excellency, Dr. Roberto M. Ortiz, president 
of the Argentine Republic. (c) The congress will 
coincide with an exhibition devoted to the scientific, 
social and technical aspects of the fight against can- 
cer, sponsored by the Pan-American League Against 
Cancer. 


Among the incorporators are such outstanding pio- 
neers in the fight against cancer as Prof. Francis 
Carter Wood, Dr. Howard C. Taylor, Mrs. Robert 
G. Mead and Mr. Thomas M. Debevoise, who in 1922 
were the incorporating members of the American So- 
ciety for the Control of Cancer. We also note among 
the founders Mr. Boris Pregel, who is a prominent figure 
in the international movement against cancer, being 
president of the Finance Committee and member of 
the Executive Committee of the International Union 
Against Cancer. 

The Board of Directors includes the most promi- 
nent representatives of medical science in the field 
of cancer and public health in general throughout the 
American continents. The Pan-American character 
of the new organization is stressed by the fact that 
some twenty countries of the Western Hemisphere 
are represented on the Board of Directors, either by 
outstanding Central and South American cancer spe- 
cialists or by high officials of governmental health and 
hygiene departments of the countries concerned. In 
addition, the Argentine Government has extended its 
patronage to the Pan-American League Against Can- 
cer. 
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GUILD ACTIVITIES 


POST GRADUATE STUDY GUILD, UNITED STATES CHAPTER 


DIRECTOR EASTERN STATES 
GEORGE S. FOSTER, M.D. 
925 Chestnut Street 
MANCHESTER, N. H. 


DIRECTOR 
DESIDERIO ROMAN, M.D. 
250 South Seventeenth Street 

PHILADELPHIA 


Nebraska Guild 


Under the leadership of Dr. E. C. Henry of Oma- 
ha, president, Dr. R. C. Olney, secretary, and Dr. H. 
H. Everett of Lincoln, general chairman, the Ne- 
braska Guild will hold its third meeting at St. Eliz- 
abeth’s Hospital in Lincoln on April 30. The morn- 
ing will be devoted to operative clinics and demon- 
strations. A luncheon at the hospital will be followed 
by discussion of these operative cases. Lectures and 
demonstrations have been provided for the remainder 
of the afternoon. A banquet will be held in the eve- 
ning. The general medical profession is invited to 
hear Dr. Albee’s address. 


Oklahoma Guild Organized 


On February 15, 1941, the Regents, Fellows and 
Members of the International College of Surgeons 
residing in Oklahoma met at a dinner meeting at the 
Skirlin Hotel in Oklahoma City and organized the 
Oklahoma State Post Graduate Study Guild of the 
International College of Surgeons. 

Dr. Cyril E. Clymer of Oklahoma City was elected 
president of the Guild and Dr. Wade Sisler of Tulsa, 
secretary-treasurer. In addition to the election of of- 
ficers, plans were made tor the extension of the edu- 
cational work of the College in Oklahoma and for 
future meetings of the Guild. 


Colorado Guild 


Officers, Fellows and Members of the Colorado 
Guild will meet in Denver on April 28, under the 
direction of Dr. Francis Keenan, general chairman. 
On the evening before the meeting, a dinner will 
honor Dr. Fred H. Albee, International president, 
and Dr. Max Thorek of Chicago, International sec- 
retary. The scientific meeting on Monday, April 28, 
will consist of operative and dry clinics in the fore- 
noon, with a discussion of these cases following lunch- 
eon, with lectures and demonstrations by Drs. Albee, 
Thorek and other out of state speakers. A banquet 
will be held in the evening, following which Dr. Albee 
will address the assembly. 
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Montana Guild 


The Fellows and Members of the College in Mon- 
tana will hold their second Post Graduate Study 
Guild Meeting at Great Falls on April 26. Operative 
clinics and demonstrations will be held in the fore- 
noon, to be followed after luncheon by discussions of 
the cases operated upon in the morning. There will 
also be lectures by outstanding members from other 
states. The meeting is being arranged for by Dr. John 
H. Garberson of Miles City, president, and Dr. James 
C. MacGregor of Great Falls, director of Guilds for 
the northwest states. 


Southern California Guild 


The Southern California Guild, headed by Dr. 
David Beatty, president, and Dr. Alfred E. Gallant, 
secretary, will hold a meeting in Los Angeles at the 
Queen of Angels Hospital and the General Hospital 
on April 21 and 22. Dry clinics, demonstrations and 
lectures will feature the sessions, which will close 
with a banquet on the evening of April 22. 


Indiana Study Guild 


A meeting of the Indiana Study Guild was held on 
the evening of March 6, 1941, presided over by Dr. 
Karl Ruddell. The meeting was well attended. Dr. ° 
Simon Reisler presented a paper on Surgical Treat- 
ment of Complicated Duodenal Ulcer. A description 
of his own method of aligning and suspending the 
resected stomach in order to prevent pouching, kink- 
ing and regurgitation of stomach contents into the 
proximal loop of the jejunal anastomosis was followed 
by X-ray plates showing the results of the use of this 
technic. Dr. Reisler classified the complications of 
duodenal ulcer as intrinsic, extrinsic and coexistent 
and stressed the importance of one-stage operations 
wherever possible. A thorough discussion followed. 
Dr. Mason Light then reported his observations on 
gastroscopic appearances of operated and unoperated 
cases. The meeting concluded with a seminar on 
evaluating time-honored conservative methods and 
modern therapy in the treatment of gastric disease. 
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Theodore Papayoannou— 


In Memoriam 


died recently at the age of sixty-three years. 

It is possible to evaluate his surgical artivi- 
ties and his versatility in correlated fields only by 
taking into consideration the manifold interests of 
both his early and later years. 

Papayoannou’s achievements and curriculum vitae 
recently appeared under the heading of “College Per- 
sonalities” in the Journal of the International College 
of Surgeons (April, 1940, vol. 3, no. 2, p. 190). He 
created a clinic from private funds in Cairo, which, 
judged by modern standards, was exemplary in every 
respect. For a number of decades this institution has 
attracted physicians who have traveled great dis- 
tances to receive instruction at the “Hopital Papayoan- 
nou,” and numerous patients who came from every 
part of Egypt and the near Orient in large numbers 
to receive the benefactions of this modern house of 
healing. The principles upon which Papayoannou in- 
sisted were modern hospital hygiene, exemplary nurs- 
ing, coupled with meticulous operative skill and scien- 
tific evaluation of particular cases. All cases, from 
the simplest to the most complicated, were subjected 
to these factors in order to receive the desired re- 
sults. 

Papayoannou was born in Greece—a country which 
for centuries led in the field of advanced medi- 
cine among the nations of the Eastern Mediterranean. 
Immediately after completing his medical studies, he 
became engaged as a teacher of anatomy in Athens, 
the capitol of the land of his birth. A long devotion 
to anatomy gradually paved the path to surgery, in 
which he became a master of technic. He operated 
with meticulous care. Fine anatomic dissections re- 
sulted from the skilful guiding of his scalpel. The 
esthetic result was as satisfactory as the operative 
procedures. While he was well versed in all fields of 
surgical art, he was particularly gifted in gynecologic 
surgery and in plastic procedures. 

The literature bespeaks his prolificness. His con- 
tributions were mainly concerned with technical opera- 
tive procedures and surgical clinical problems. 

Papayoannou’s love of humanity and his tolerant 
spirit found expression in many international activities. 
He was frequently heard from in splendid contribu- 
tions at the meetings of international surgery. His 
numerous activities, his interest in civic, professional 
and international matters brought many distinctions 
which bespeak the appreciation of his colleagues and 
admirers. 

Papayoannou, who for many years was president of 
the large Greek colony in Cairo, valued above all the 


"Ties PapayoaNnnou, M.D., of Cairo, Egypt, 








THEODORE PAPAYOANNOU, M.D., F.I.C.S. 


distinctions tendered him in appreciation of manifold 
contributions to the advancement of surgery, the 
Honorary Professorship of Surgery of the university 
of his homeland. 

Papayoannou’s name has enriched the history of 
medicine in the near Orient, and he has lived up to 
the tradition of his great predecessors. That, after 
all, is the greatest tribute one can accord a self-sacri- 
ficing and extraordinary man—and* Papayoannou was 
all of that. 

Rm, Ns 


























Dr. George E. Vincent, who was president of the 
University of Minnesota from 1911 to 1917, and of 
the Rockefeller Foundation from 1917 until his re- 
tirement in 1929, died on February 1. He was seventy- 
six years old. 


Sir Frederick Banting, professor of medical re- 
search at the University of Toronto and head of the 
Banting Institute, was killed in the wreck of a military 
airplane on February 21. Jointly with Dr. J. J. R. 
MacLeod, Sir Frederick received the Nobel prize for 
medicine in 1922 for the discovery of insulin. 


Dr. Eugen Enderlen, for a number of years pro- 
fessor of surgery in Basel, died at the age of 78 in 
Stuttgart. In 1905 he was called to Wurzburg and in 
1918 accepted a full professorship at Heidelberg. He 
specialized in abdominal surgery and blood trans- 
fusion. 
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Charles Thurstan Holland, Ch.M., LL.D., Liver- 
pool, F.R.C.S., died January 16 at the age of seventy- 
eight. He was one of a small group of Liverpool 
pioneers who introduced radiology into England. 


Dr. William Webber Ford, professor emeritus of 
bacteriology at Johns Hopkins University, died on 
February 10 at the age of sixty-nine years. 


Dr. John Preston Sutherland, dean emeritus of the 
Medical School of Boston University, died on Febru- 
ary 21. He was eighty-seven years old. 


Frank Thomas Paul, Ch.M., D.Sc., Liverpool, 
F.R.C.S., died January 17. His name is associated 
with the surgery of the large bowel and Paul’s tube. 


DUES EXEMPTION FOR THOSE ENGAGED IN 
ACTIVE MILITARY SERVICE 


At the meeting of the United States Chapter of the 


International College of Surgeons held in Chicago on March 


30, 1941, it was unanimously agreed by the Executive Coun- 


cil that Associate Members, Members and Fellows of the 


International College of Surgeons are exempt from payment 


of dues during the period of active military service. 











Williams Obstetrics. By Henricus J. Stander, M.D., 
F.A.C.S., Professor of Obstetrics and Gynecol- 
ogy, Cornell University Medical College, Ob- 
stetrician and Gynecologist-in-Chief, New York 
Hospital, and Director of the Lying-in Hospital, 
New York City. Eighth edition. New York 
Appleton-Century Company. 


R. STANDER again shows himself most cap- 
D ably fitted to carry on the work of his illus- 

trious predecessor and teacher in making 
Williams Obstetrics a practical text for student and 
practitioner alike. 

Most of the chapters have been rewritten and re- 
arranged. Of especial interest is the new chapter on 
Caldwell and Molay’s morphologic classification of 
the pelvis. The author has used this classification for 
the past eight years and finds it “not only workable 
but a definite assistance in evaluating the pelvic ca- 
pacity with respect to the mechanism of labor.” 

The toxemias of pregnancy are discussed on the 
basis of the classification suggested by the American 
Committee on Maternal Health. Eclampsia is ex- 
haustively presented, along with the author’s method 
of treatment. The use of the sulfanilamide group of 
drugs in puerperal sepsis is given adequate space. 

The whole text reflects credit upon Dr. Stander, 
his associates and the publishers. 

| Pae A C2 


Synopsis of the Principles of Surgery. By Jacob K. 
Berman, A.B., M.D., F.A.C.S., Assistant Profes- 
sor of Surgery, Indiana University School of 
Medicine, Indianapolis. With 274 illustrations. 
St. Louis: C. V. Mosby Company, 1940. 


Te book is written with the idea of cor- 
relating the basic sciences with the fundamen- 
tal principles of surgery. The body of the book 
carries the “conquered ground” of surgical diseases, 
whereas the footnotes carry the correlated facts, the 
physiology and even the unconquered experimental 
fields from which the ultimate truths emerge. 

This is a good book and covers a lot of ground. 
Some minor criticisms can be made, however. Un- 
der the heading of “Effects of Bacterial Invasion,” 
one gathers the impression that calcification is path- 
ognomonic of tuberculosis. Under “Clinical Types of 
Suppurative Inflammation,” the author states that 
“pus is indicated by fluctuation.” It is difficult to 
agree with his method of determining fluctuation. 
In the chagter on hand infections, not enough em- 
phasis has been placed on the position of that branch 
of the median nerve which supplies the thenar group 
of muscles. In the chapter concerning thrombophlebi- 
tis, mention should have been made of the effect of 
lumbar sympathetic block. The anatomy of the breast 
is discussed too hurriedly. It was especially difficult 
to follow the author’s conception of the costocoracoid 
membrane. Internal squint is given as the diagnostic 
sign for both the fourth and sixth cranial nerves. This 
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confuses the student. It should have been mentioned 
that the fifth cranial nerve has some motor fibers, 
and vice versa for the seventh nerve. The diagram 
of the brachial and lumbosacral plexuses and the 
superficial nerves of the arm and leg is excellent, but 
much too small. In the discussion of inguinal hernia, 
the author states that “it may be indirect and is usual- 
ly congenital.” The word “embryological’’ would have 
been much better than “congenital.” The lower bound- 
ary of the subphrenic space is better given as the 
transverse mesocolon and not as the liver. In dis- 
cussing intestinal obstruction, some mention should 
have been made of the Miller-Abbott tube. . 
a i 


The New International Clinics. By George Morris 
Piersol, M.D., Professor of Medicine, Graduate 
School of Medicine, University of Pennsylvania. 
Vol. 3, New Series 3. Cloth. Price, $3. Pp. 365, 
with 100 illustrations and 23 tables. Philadelphia, 
Montreal, New York: J. B. Lippincott Company, 
1940. 


HE New International Clinics consists of nine 

original contributions and twelve clinics by 

members of the faculty of Cornell University, 
edited by Russell L. Cecil, and a recent review of 
progress in obstetric analgesia by Hellman of Johns 
Hopkins University. The original contributions deal 
with varied subjects, among them fungous infections, 
intermittent claudication associated with — sclerotic 
lesions of the abdominal aorta, theoretical and prac- 
tical considerations of vitamin K, pellagra therapy and 
fusospirochetosis. 

new method of determining the sedimentation 
rate by the use of the Cutler tube of 50-millimeter 
length and 5-millimeter internal diameter is presented. 

Observation of 1,142 patients with gallbladder dis- 
ease at the New York Hospital is reviewed. In the 
management of this condition early diagnosis and early 
surgical treatment while the disease is confined to 
the gallbladder resulted in a very low mortality rate. 
The hazard of postoperative hemorrhage in the 
jaundiced | patient has been eliminated by the use of 
vitamin 

It is pointed out that bacteriemia persisting after 
adequate sulfapyridine therapy is usually due to a 
focus such as a vegetative endocarditis. The com- 
bined serum and sulfapyridine therapy of pneumococ- 
cus bacteriemia is reported. The use of sulfanilamide 
in obstetric and gynecologic practice is illustrated by 
numerous case reports. 

An argument is presented for the wise use of 
analgesia by competently trained obstetricians in the 
critical review of obstetric analgesia. According to 
statistics, it is a factor in the lowering of difficult 
operative deliveries and results in decreased maternal 
and infant mortality rates. ; 

This is a volume which any doctor can well use in 
his library. 

K. 
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Treatment in General Practice. Vol. 4 of Surgery. 
Articles republished from the British Medical 
Journal. With 143 illustrations. London: H. K. 
Lewis & Company, Ltd., ‘1940. 


Te book appears at a time when the sur- 
geon’s skill is being put to the test as a result 
of widespread and indiscriminate bombing by 
the German Luftwaffe. Three volumes have been pub- 
lished since 1936, the first two dealing with major 
medical disorders and the third with anesthesia and 
surgery in genéral practice. 

In the admirable chapter on injuries to the shoulder 
joint, the importance of the supraspinatus tendon is 
stressed. The author has clearly brought out the dif- 
ferential diagnostic points in supraspinatus tendonitis, 
calcification, complete and incomplete rupture of this 
tendon. 

The author apparently does not agree with the 
practice of suturing the fibrous tissue over the tendon 
sheath in the treatment of ganglion. Many believe 
that it is a rent in this tissue which permits the under- 
lying sheath to herniate through. 

In the chapter on chronic mastitis, it might have 
been well to mention transillumination as a diagnostic 
aid. In reference to the chapter on innocent tumors 
of the breast, I see no reason why a drain should 
be used in the removal of a breast tumor. In the 
diagrammatic transverse section of the palm show- 
ing disposition of the various spaces, illustration f is 
incorrectly labeled “extensor” longus pollicis instead 
of “flexor.” As a whole, this book is a compilation 
of excellent articles. 


Pe a 


— / Liles 
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MEXICO CITY! 


Ideal for Your Convention 
Ideal for Your Vacation 


A FOREIGN LAND - BUT A STEP AWAY 


Plan now to attend the International Assembly of the International 
College of Surgeons in Mexico City, Aug. 10—Aug. 14, 1941. 

Make this your vacation trip—take your family—invite your friends 
to go with you—the special “All Inclusive” rates offered to the assembly 
members and their friends are very low—possibly at no other time could 
you visit this romantic old country at such low cost. 

Old Mexico gives its visitors more than most countries of the old 
world—such as—mountain scenery equalling that of the Alps—snow 
capped peaks up to 18,000 ft.—pyramids antedating those of Egypt— 
century old cathedrals—a most colorful historical background—a cli- 
mate unsurpassed by any country in the world (moderately warm by day, 
cool at night)—-and most of all a friendly, hospitable people, always 
eager to see that every wish of their visitors is realized—all this without 
the necessity of an ocean crossing. 

Your officers have arranged for a deluxe air-conditioned special 
train, starting in Chicago, traveling via St. Louis, Little Rock and San 
Antonio—crossing the international border at Laredo—write for train 
and hotel reservations, descriptive leaflet and prices, to 


J. J. McQueen, G.A.P.D. 
MISSOURI PACIFIC LINES 
105 W. Adams St. 
Chicago, III. 
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